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SYMPOSIUM 


on psychoanalysis 


Introduction 


PAUL B. HARBOUR, D.O. 
Philadelphia, Pennsylvania 


[... YEAR WE in the practice of psycho- 
anulvsis are observing the centennial anniversary of 
Sigmund Freud’s birth. It is, therefore, fitting that we 
should respect this occasion by presenting this sym- 
posium on psychoanalysis and that it should include 
sone considerations of the science of psychoanalysis 
not usually brought out in discussions. 

or many years the members of the profession of 
medicine were as negligent in understanding and the 
handling mentally ill as were the members of the 
clergy, with their then theologically justified attitudes. 
Only toward the close of the eighteenth century did 
certain changes begin, and these were scattered efforts 
of nonconformists of both the medical and the theo- 
logical world. By the middle of the nineteenth century 
advances had been made toward the stage of recogniz- 
ing mental patients as human beings and not as objects 
of torture for both religion and medicine. But even 
then, under the name of medical science, surgical and 
medical procedures took precedence over the psycho- 
logic approach in treatment. 

Even today emphasis is placed upon the physio- 
logic approach by modalities such as shock therapy, 
lobotomy, and chemotherapy. The tranquilizing drugs 
have proved useful and valuable, if only to decrease 


Psychoanalysis— What it is 


and what it is not 


EDYTHE G. VARNER, D.O. 
Philadelphia, Pennsylvania 


P Has been interpreted in 
many ways and given meanings which Freud did not 
intend. It is a group of psychologic laws and hypoth- 
eses and is interested only in the psychologic connec- 
tions between mental processes. It cannot be directly 
applied in an organic or material sense. Psychoanalysis 
is the investigation of unconscious mental processes as 
they arise from sexual and destructive impulses. 

When Freud reported his findings to the world 
around 1900, two of his theories in particular offended 
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the intensity of a patient's suffering, but it 1s quite 
generally agreed that they are palliative and not thera- 
peutic. 

In the osteopathic profession, in which we have 
been so solidly grounded in the physical approach, it 
is tragic to see that the concern with an organic factor 
prevails to a large extent in our psychiatric rationale, 
despite lack of evidence of an organic cause of the 
functional psychoses and the psychoneuroses. We do 
not hesitate to accept the rational importance of physio- 
logic reactions and emotional and psychologic disturb- 
ances, but there is a tendency to place the emphasis 
in the wrong direction. The need for research in this 
direction is extensive. Although our educational insti- 
tutions are strengthening the position of their depart- 
ments of psychiatry, a considerable number of our 
graduates still feel impelled to disregard the importance 
of psychodynamics in relation to psychoses and neu- 
roses. 

As a psychoanalyst, | am only too well aware of 
the various forms of resistance against psychoanalysis 
from individuals and social groups. Those of us who 
are psychoanalytically oriented understand the reasons 
behind such resistances. Experience has shown me, as 
it has many others, that the efforts necessary to com- 
bat these resistances are hardly worth while in terms 
of the necessary emotional expenditures. Rather, | 
feel that there are two measures which we should take: 
(1) to welcome any earnest aspirant to further his 
knowledge of psychoanalysis and to assist him to un- 
derstand this science in any and all ways we can, and 
(2) to devote our energy to work and study for the 
furtherance of the science of psychoanalysis and to 
write and to discuss our work and our results with 
those working in the same direction. In these ways we 
will be contributing to a better ultimate understanding 
of man, and it is only by this that we can pass from the 
emphasis of the cure of the individual toward the goal 
of making possible the prevention of the illnesses that 
are the province of our specialty. 

It is with this anticipation that the speakers to 
follow have planned their discussions on psychoanalysis. 
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the world and excited its resentment. One of these 
conflicted with the intellectual prejudices of civilized 
man, the other with his moral and esthetic prejudices. 
The first was that mental processes are essentially un- 
conscious, that mental acts which are conscious are 
isolated and only surface functions of the whole psyche. 
The second later became Freud’s theory of the sexual 
versus the self-preservation instincts. He maintained 
that a large part of the causation of nervous and mental 
disorder arose from impulses which could only be 
described as sexual in both the narrower and wider 
senses of the word. Libido always fights for satisfac- 
tion and is frequently opposed by social, reality factors. 
Libido means sexual energy, comparable to an electric 
charge transmitted through wires. These impulses of 
the libido have done more than contribute to mental 
disorders and normal sex life. They have stimulated 
the highest cultural, artistic, and social achievements 
of the human mind. It is this acceptance and recogni- 
tion of the sexual instincts by psychoanalysis that has 
been the main source of the so-called splits and deviant 
schools of modern psychology. 
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Freud was of the opinion that culture had been 
generally built up, under the pressure of the struggle 
for existence, by the increasing renunciation of primi- 
tive impulses, and the conflicts of cultural evolution 
are always being recapitulated in each individual who, 
in his turn, joins the community. The sex instincts are 
the most important instinctive forces utilized by subli- 
mation; that is, their energy is turned aside from 
directly sexual goals and diverted to other ends which 
are no longer sexual and are socially more valued. 

Sexual impulses are controlled only with difficulty, 
and the social structure built on their suppression is a 


. 


Perhaps the most striking 
feature of the human mind is the 


incessant conflict with it... 


very insecure one. In our highly complex civilization 
today, there is wide apprehension that a rebellion of the 
sexual impulses may occur against this wholesale di- 
vergence of their energy. Our society can think of no 
greater menace than would arise from the liberation of 
the sexual impulses and their return to their original 
goals. 

We have only to look around us, to read the news- 
papers and court reports to see the instinctual forces at 
work between man and society. This is only a reflection 
of the conflict in the individual human life itself, be- 
tween one side of man’s nature at war with the other 
side. Perhaps the most striking feature of the human 
mind is the incessant conflict within it, especially in the 
unconscious layers. When psychologic concepts are 
considered dynamically they are seen as a play of 
forces, expressions of tendencies striving toward some 
goal and working together and against one another. 
This dynamic view not only throws light on the con- 
flict within man but between man and man and between 
nation and nation. The psychoanalytic conception is 
really dualistic—the mind is an arena, a sort of tum- 
bling ground for the struggle of antagonistic impulses. 
Expressed in nondynamic terms, it can be said that 
the mind is made up of contradictions and pairs of 
opposites. 

This conflict arena is well represented in dreams. 
Dreams present a graphic picture of the tumbling 
ground and the struggles going on beyond conscious- 
ness. Dreams are the life of the mind during sleep, and 
they help to protect and preserve sleep. Psychologically 


speaking, when a person sleeps, he refuses to have. 


anything more to do with the outer world, he has with- 
drawn his interest in it, and he tries to ward off the 
stimuli proceeding from the rest of the world. This is 
the withdrawal of object libido, that is, the sexual 
energy attached to personal objects in our external en- 
vironment. What then occurs is a regression or return 
to a level of libido development that is called narcissism 
or self-love. When Freud! wrote his great paper on 
narcissism, he presented a second version of his in- 
stinct theory by counterposing object love or alloerotic 
libido and the libido of self-love or narcissism. 
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Isakower? of Vienna made an important contribu- 
tion to psychoanalysis when he published a paper on 
the pathopsychology of phenomena associated with fall- 
ing asleep. From first-hand accounts and careful 
observations of many different patients, Issakower 
described what might be termed “the disintegration of 
the ego in falling asleep.” Step by step, he pointed out 
the mental processes of the withdrawal of object libido 
and the regression to the narcissistic, primitive level 
that is reached in sleep. The phenomenon is the same 
as that which occurs when the schizophrenic complains 
that his world is falling apart or coming to an end. It 
is the loss of function of the external perceptual «go, 
this concentration of mental energy in the internal per- 
ceptions of the body ego, which now permits the uncon- 
scious and the primitive sexual and aggressive instincts 
to seek gratification within the psychic structure itself 
by a motility that disregards external factors, as in 
schizophrenics. 

With such regression in sleep, that is, almost total 
rejection of external perception, it would seem that the 
primary processes of the id (the most unconscious 
part of our mental structure) would have free reign 
over the mind, but they really do not. Here the results 
of mental action during sleep can be contrasted to the 
waking life as well as to the processes which go on 
during psychoanalysis of a patient. 

The unconscious itself is amoral. Its fundamental 
content is formed by repressed infantile, primitive im- 
pulses. The contents of the unconscious are made up of 
representations of instincts and concrete ideas or ideas 
of things. The term “representations of instincts” is 
used because the instincts are not perceived per se but 
only through their psychic and somatic manifestations, 
and through strivings and emotions which attach 
themselves to ideas and give rise to wishes. When the 
instinct representations are accompanied by motor and 
secretory changes, they appear to us as effects. 

The functioning of the unconscious in dreams can 
be understood, but only if the analyst does not simply 
accept the manifest dream as related to him by the pa- 
tient. A dream is a transformation in visual form or 
plastic imagery. It is a hallucinatory revelation that an 
unconscious wish has been fulfilled, and reality has 
counted for little in it. The displacement and condensa- 
tion of the unconscious processes bring about a mani- 
fest dream, that is, the one which is consciously 
remembered and often appears so strange to the 
dreamer. What happens is that the preconscious mental 
structure acts as a censor and only permits altered and 
distorted impulses which are acceptable to the ego into 
consciousness. Thus sleep is protected, but nightmares 
can occur when the unconscious ideas and affects 
escape the censorship, and the dreamer awakens. ‘he 
real meaning of a dream is in its latent or unconscious 
content, and this content. can only be discovered wlien 
the dreamer associates freely to the manifest parts of 
the dream. 

The resistance and defenses which take part in 
the dream are identical with those of the unconscious 
in waking life and those manifested in the psycho- 
analysis of a patient. They are constantly at work, 
attempting to repress the instinctual ideas, to exclude 
whatever is not acceptable to consciousness. In every- 
day life, this unconscious material is evidenced in siips 
of the tongue, in errors, in forgetting or mislaying 
things, et cetera. The basic mental mechanisms ire 
always at work, trying to gain satisfaction for inner 
demands and at the same time trying to satisfy the e- 
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mands of external reality. It was this striving of 
sexual and destructive impulses against the desire for 
self-preservation and against reality which probably 
created the unconscious in the first place and brought 
about repression. If this were not so, there would be 
no need for repression, and there would be no civiliza- 
tion, the essence of which lies in a certain hypocritical 
denial of the instincts. In wartime, individuals approxi- 
mate a functional level of quasianimal gratification, as 
if communal permission had been given to the provi- 
sional lifting of repressions and a holiday for the in- 
stinctual impulses, 

In psychosis the breakthrough of instinctual forces 
with disregard for reality is witnessed. Unconscious 
manifestations are easily perceived in the behavior and 
verbalizations of the psychotic person. In this regres- 
sion, it is possible to recognize and delineate the pre- 
genital levels of personality and character development 
that Freud first described which are associated with 
the stages of libido development in all human beings. 
Psychotic behavior corresponds to those childhood 
levels in which the instinctual demands were the 
child’s only demands, where his libidinal goals were to 
be satisfied by the environment, and where autoerotic 
gratifications were his chief pleasures. Whereas the 
psychotic person regresses to the sexual involvements 
of infancy, the adult (normal adult) experiences and 
expresses infantile sexual pleasure as part of the fore- 
play of the sexual genital act. 

The erotogenic zones which give primary pleasure 
to the infant remain in force throughout human life. 
The sexual phenomena of childhood are forerunners 
of adult sexuality and, if many of their derivatives are 
difficult to recognize as such, it is because the sexual 
instincts are extraordinarily plastic .and find multiple 
means of expression, whereas the self-preservation in- 
stincts are usually more rigid. As culminations of 
infantile sexuality are the anxieties and fears about 
castration and the solution of the Oedipus complex, 
when the child abandons his sexual aims for one parent 
and his hostility for the other and is ready to enter 
community life. These early conflicts over sexuality 
and aggression especially give rise to repressions and 
ensuing mental disturbances in later life. But unfortu- 
nately it is not possible to discuss these subjects at this 
time. 

About 2 years ago Jung* accused Freud of viewing 
the psychotic structure as a mere appendage of the 
genitalia. This statement is as much a misconception 
as stating that infantile sexuality, from Freud’s point 
of view, has nothing to do with genital sexuality. Had 
Jung stated that it is in an appendage of the erotogenic 
zones of the body, some relationship might be apparent. 
However, a study of Freud’s work must conclude that 
he not only united the science of sex with psychology, 
but that he also showed the psychologic origins of 
morality and what is known as character. In his theory, 
the id, the instincts, are counterposed by a force equally 
ruthless and unconscious, the superego; that is, the 
parental authority as it is assimilated into the child’s 
own mental structure. Members of the British school 
of analysis, especially Klein, developed Freud’s con- 
ception further and showed through detailed investiga- 
tions of little children that the superego is not merely 
the effect of the parents on the child but that it is often 
more savage and oppressive in children whose parents 
are mild and permissive. Something in the child him- 
self demanded some equivalent for inner guilt feelings 
Which disregarded reality as much as it disregarded 
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pleasure-seeking instincts. This furthered the concep- 
tion of an instinct other than the sexual, which was de- 
structive in essence but which could be ameliorated 
and constructively channeled. 

Recently psychoanalysis, especially with the work 
of Rosen,® has won the right to be called a successful 
treatment of some psychoses. Rosen stated that the 
recoveries from schizophrenia that have occurred in 
his practice could only be maintained if the patient 
underwent regular psychoanalytic therapy in order to 
gain a durable insight into the pathologic conflicts and 
defenses. Psychoanalysis broadens the horizons of the 
ego, helps make the unconscious forces conscious, 
works the internal conflicts through so that one recog- 
nizes their sources instead of having hidden fears. 
During the actual psychotic episode, Rosen interprets 
the words and actions of the patient directly and finds 
that the Freudian interpretations are both accurate and 
effective. He carries on a kind of emotional communi- 
cation with the patient on a level close to the uncon- 
scious, using the raw data of his own unconscious to 
make contact with the patient’s wishes and fears. Rosen 
believes his therapy would be valueless in the hands of 
someone untrained in Freudian psychoanalysis. 

I cannot discuss the deviant so-called schools of 
psychoanalysis in any detail, but I will try to point out 
in what points they have deviated. 

Adler’s “individual psychology” rejected the use 
of concepts such as repression and infantile sexuality 
in favor of reducing neurotic conflicts to a drive for 
power because of feelings of inferiority. He saw neu- 
roses from the side of the ego’s interests only. Analysts 
regard Adler’s work as a contribution to our knowledge 
of the secondary defenses which the ego sets up against 
instinctual and unconscious impulses. 

Jung rejected the sexual concept of libido and 
preferred to use the word “libido” for tension in gen- 
eral. Later he adopted the term to refer to psychic 
energy in general. He attaches no importance to sex- 
uality in childhood which, for him as for so many 
others, is innocent of lusts of any kind. This is totally 
at variance with the increasing experience and knowl- 
edge of childhood disturbances in sex and aggression. 
Jung emphasizes the Freudian science of symbolism 
but, in the hands of his followers, the symbol loses its 


In psychosis the breakthrough 
of instinctual forces with disregard 


for reality is witnessed 


biologic and evolutionary meaning and becomes a reli- 
gious or philosophic category. 

Freud was the first to attribute psychologic im- 
portance to the trauma of birth as the prototype of 
anxiety, but Rank developed whole psychologic and 
philosophic systems from this Freudian starting point 
and, in doing so, found himself outside the scientific 
currents of development. In emphasizing the anxiety 
of separation from the mother, which is indisputably 
basic, Rank ended up by excluding everything else of 
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Freud’s scientific contributions. In fact, one could say 
that it is a characteristic of the deviants that they sub- 
stitute a catchword borrowed from Freud for the 
detailed investigation of the unconscious and the in- 
stincts. 

Horney and Fromm disregard Freudian knowl- 
edge about the biologic instincts in man’s psychology 
and maintain that man’s external culture and environ- 
ment are the determinants in human nature and charac- 
ter and are the causes of mental illness. They are more 
interested in the effects of temporary social institutions 
on the growth of adults and cannot see that erotogenic 
zones have anything to do with character. Thus where 
I‘reud saw miserliness as an anal trait and traced the 
interest in money to the infant’s pleasure in interest 
in his feces, they emphasize what Freud always ad- 
mitted, that miserliness is encouraged by our commer- 
cially minded society. 

At the other extreme is the school of Reich, which 
took up Freud’s theory that a disturbed sexual life is 
the cause of neurosis and proceeded to do both good 
and harm to the cause of sexual science. To all intents 
and purposes, Reich and his followers have become an 
exclusively physiologic school and are now inclined to 
ignore everything that has been learned about ego 
development in childhood in favor of muscle training 
and cosmic theorizing. 

However, most workers in the field of psychology 
are eclectic and do not like to attach themselves to any 
school. They prefer to derive whatever they may find 
useful in Freud, add a little Jung or Adler, with a dash 
of Horney and Sullivan and occasionally to use some 
of Reich’s technics, and they find no difficulty in com- 
bining this hodgepodge psychology with the latest 
results in chemotherapy or neurosurgery. However, 
science has always worked with a central theory, al- 


Psychoanalysis in medicine 


and allied fields 


WILMER H. BATH, D.O. 


Conshohocken, Pennsylvania 


L UNDERSTAND THE vagaries of human 


nature it is necessary to understand the total human 
animal, his superficialities as well as his deeply hidden 
nature. In my opinion, the field of medicine through 
the years has paid only lip service to the unity of mind 
and body. Many famous physicians and teachers have 
been emphasizing this since the time of Hippocrates, 
and yet only recently has action on it been approached 
with any degree of consistency. It has been stressed 
that one of the most valuable contributions a family 
physician can make to his patients is knowing them 
well over a period of years. A physician is also one 
professional man who improves with age. He knows 
when an epidemic strikes that people become frightened 
and disease of all kinds is more prevalent. 

The word “disease” comes from a Latin prefix 
denoting reversal or separation, and the French word 
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though it has never been afraid to change it as new 
facts are discovered, and it is my opinion that, in 
psychology and psychiatry thus far, Freud’s theory has 
met the tests of time and experience. 

Some critics have suggested that Freud disre- 
garded culture, and others maintain that his theory is 
entirely a cultural system. What we must infer from 
this is that his theory works harmoniously with both 
the internal and external forces of human nature. He 
extended the earlier theory of heredity beyond the 9 
months in the womb to include the first 5 or 6 years of 
life as basic determinants in mental structure. As we 
used to say at home, “You can take the boy away from 
the farm, but you can’t take the farm away from the 
boy.” 

2011 Pine St. 
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The one who 
complains is in a state of dis-ease which stems not only 
from his somatic pain, the most common of all com- 
plaints, in one form or other but also from a simulta- 


“aise,” ease; in other words, dis-ease. 


neous state of dis-ease mentally. His discomfort may be 
superficial or deep inside him, something strange which 
he cannot fathom. His discomfort is registered in the 
mental sphere and expressed in feeling, speech, actions, 
or thought, regardless of its origin. 

These are the manifestations studied by the psy- 
chologist. So it can be seen that any physician, what- 
ever his special interest, comes upon these manifesta- 
tions, because they are pervasive. Many physicians, 
teachers, psychologists, lawyers, and general students 
of humanity, regardless of their special field of opera- 
tion, all too often neglect these manifestations in their 
depths. The physician, although becoming much more 


‘ sophisticated, still tends to treat a physical complaint 


with a physical modality. Many psychiatrists know of 
the psychologic manifestations and observe them ¢n- 
stantly but still deal with them only in terms of he 
physical. 

The psychoanalyst, in observing and dealing w:th 
the entire individual, understands that the physical site 
of the individual affects the psychologic side but makes 
an even more pertinent observation that his psychologic 
state produces its own special manifestations as wel! as 
changes in the physical body. 
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In the progressive field of psychosomatic medicine, 
which actually originated with the findings of Freud, it 
is not enough to say that this or that is psychosomatic 
or that it is a psychophysiologic symptom. To be able 
to deal with it satisfactorily one must also know the 
complicated psychology that brought such reactions 
about. If it is known that a reflex can be initiated in 
the psychologic sphere, then this phase must be studied 
extensively. This is the realm of psychology. Those 
who prefer to study the manifestations on the basis of 
neurophysiology, chemistry, and anatomy are neuro- 
physiologists, biochemists, anatomists, or histologists ; 
they do not study the psychologic manifestations and 
the reflex events which are initiated from the psycho- 
logic sphere. 

It is well known that the infant develops control 
over his bladder and bowels at the age of 1% to 2 
years. Actually it is the capacity for control which de- 
velops at this time, and control develops from voluntary 
effort. Conscious control results. Anything that inter- 
feres with this aspect of conscious control causes the 
individual to lose control of his sphincters. The inter- 
ference may be a physical disturbance or a disturbance 
of his psychologic ego control. So in the symptom of 
enuresis can be seen early in life the manifestations of 
a pure psychologic disturbance or disturbed ego con- 
trol. Psychology, no matter to which field it is applied, 
medical or otherwise, is of the whole field of psychology 
and is not restricted. 


Scope of psychoanalysis 


Psychoanalysis is the first and most extensively 
organized body of psychologic material that best ex- 
plains human behavior and personality. No one will 
ever find a physical or chemical reason specific for the 
phrases, similes, and metaphors used by the poet or, 
similarly, for the woeful self-reproaches, agitation, and 
subtle underlying sadism and hostility of the depressed 
person. Nor will the anatomy of atomic configuration 
of cellular material explain the process of identifica- 
tion. This is not to say that such researches into the 
pathologic physiochemical changes occurring in such an 
individual will not throw light on his entire state. Psy- 
choanalysis by its investigations has actually thrown 
light on the dark areas of the physical and chemical 
reactions of the emotions. The scope of activity of the 
physician today actually extends to the cultural, educa- 
tional, sociologic and preventive aspects of human 
suffering. Those of us who are interested in under- 
standing and treating human suffering do so with all 
these areas for enlightenment. 

Psychoanalysis provides the greatest field of ac- 
tivity under its single heading. The basic, deep, and 
dynamic concept relating to the interplay between con- 
scious and unconscious motivation is the psychoanalytic 
understanding. Most all of the workers in psychiatry 
today use, in one way or another, the findings of psycho- 
analysis, although they may not be aware of the fact. In 
the therapy of psychoneurosis or psychosis, whether one 
follows Rogerian nondirective therapy or that of Sulli- 
van, Fromm-Reichman, or Rosen, the influence of psy- 
choanalysis is seen. In other words, there is, regardless 
of the new terminology, the concept of the unconscious, 
ego functioning, repression, resistance, and transfer- 
ence. Any therapy or method that attempts to under- 
stand human behavior of the normal, neurotic, or 
psychotic and that does not take into account the above 
phenomena, falls purely into something extremely su- 
perficial. It is as superficial as recommending a vaca- 
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tion or ocean voyage as therapy, which is, as I believe 
every psychiatrist recognizes today, just sending the 
patient away without actually treating him. 


Unity of mind and body 


In recognizing and accepting the concept of unity 
of mind and body, it is necessary to appreciate that in 
diseases of the body there is always mental disease or 
discomfort. For example, in a simple case of measles, 
the patient has fever, respiratory inflammation, and an 
itching rash on his body. He also has a feeling of 
restlessness and helplessness, the mental anguish of 
being pinned down, and the difficulty of not being able 
to fight off this unseen attacker in his usual aggressive 
manner. The child usually wants his mother, he wants 
to be held most of the time, or he cries to keep those 
around him who will add strength to him, but at times 
he wants to be left alone in a quiet state to rally against 
his disease. It is true that the inflammatory process 
lowers his resistance, but this also lowers his mental 
strength, the ego strength, and the child gets the feeling 
of helplessness. These manifestations can easily be 
observed if the physician is alert. The child feels the 
anxiety of impending destruction. This anxiety is what 
always makes the clinical picture worse. The feeling of 
helplessness and regression of the child weakens the 
physical resistance by excessive or retarded discharges 
of energy, thus making the difference between the calm 
course of the disease in one child and the development 
of pnuemonia in another. Treatment is certainly indi- 
cated to aid the child, but treatment means not only 
medication but caring for the child by other means as 
well. The ego is strengthened by both means. The dis- 
ease that is felt by the child is present in one degree or 
other. If a drug produces an undesirable reaction, 
he may react to it as though it were a bad substance 
and unconsciously think of it as poisonous or bad milk, 
or bitter substance rather than sweet. This may cause 
a poor reaction regardless of the actual virulence of the 
measles, 

Another example might be a patient whose gall- 
bladder should be removed. He may react to the pro- 
nouncement of his physician in many ways. He may 
think of surgery as an attack on his body and resent 
the physicians in charge. Thus he may unconsciously 
cooperate poorly. The physicians may never know 
why the case did not progress normally. They may not 
recognize that the patient was frightened. Because of 
the fright, the patient may not cough. It is well known 
that cough is necessary to produce normal expulsion of 
the bronchial mucus; without expulsion of mucus, 
pneumonia develops. The patient may feel this surgery 
performed on him is a form of castration; that is, re- 
moval of one of his organs. He is frightened, and a 
vicious circle develops which may result in spasm of 
the stomach and first part of the duodenum with re- 
sultant spasm of the sphincter of Oddi; the patient 
then develops the typical postcholecystectomy syn- 
drome. 

The patient may react to the diagnosis of gallblad- 
der disease and proposed surgery with the idea that 
there is some bad, poisonous material inside him. The 
unconscious mind always reacts and functions in terms 
of infantile, internal psychic reality. A disturbance of 
the ratio of cause and effect may occur; that is, some- 
thing is wrong and it is bad; therefore, something bad 
must have caused it. Following the operation the pa- 
tient may feel that all of the poisonous material has not 
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been removed, and he may develop colitis with diarrhea 
in an effort to get rid of it. These examples could be 
extended many times. 

The male and female climacteric are recognized as 
being largely psychologic disturbances today, and in 
my experience the basic psychodynamics of depression 
are frequently found, which can explain the vasomotor 
instability. 

The coronary patient with the blood supply dimin- 
ished or shut off, besides suffering pain, is in a highly 
anxious state, because he regards his heart as_ the 
source of life, as one of his most highly prized organs. 
He may feel as though the “heart of him” had been 
removed, or he is in such danger that he cannot escape 
death. The attempted recoil from danger and attendant 
anxiety cause greater restriction of the blood circula- 
tion, with the development of angina and subsequent 
attacks. I believe the recent events concerning the 
President and the complete enlightenment and security 
offered in his management prove the point. 

The unconscious mental reactions have been well 
worked out and recorded in thousands of similar cases. 
If one takes the time to investigate and think of the 
human as having an unconscious mind, a better under- 
standing of these reactions will be obtained. Then the 
conceptions of both the mental sphere and the physical 
as related in the unconscious mind can be understood 
and, thus, the insult or disease felt by the body and 
the anxiety felt mentally. 


Anxiety 


Anxiety is such a basic concept that it should be 
investigated more carefully. Its effects are mediated 
from the higher cerebral centers through the hypothala- 
mus to the autonomic nervous system. Pain in the body 
is caused by pressure changes or spasm of a part, 
organ, or blood vessels and is commonly caused by 
anxiety. Freud discovered two main causes for anxiety 
which may originate primarily in the mental sphere or 
secondarily in the mental sphere subsequent to the reac- 
tion of pain in the body. Anxiety is something which is 
felt. It is felt mentally, or it may be felt in an organ 
or part of the body. Since it may be felt mentally or 
produce physical changes and sensations, an affective 
state is said to be present. The person feels this state 
to be disagreeable or unpleasant. Excessive discharges 
occur with anxiety, an indication of an excessive under- 
lying excitation. Since this state of anxiety is usually 
relatively constant or chronic over a period of many 
years its origin has to be looked for in the history of 
the individual. 

Anxiety, it has been observed, always occurs in the 
face of some real or external danger as in the trauma 
of an automobile accident or war, but what of the 
anxiety that occurs without the presence of an external 
danger? It must occur from an internal danger; that 
is, from within the person. The infant feels secure 
when he feels loved and protected. When he is left 
alone or feels the loss of his protector he becomes 
frightened. The infant’s feeling of helplessness and 
fright causes a state of anxiety. It can be realized that 
what is registered and maintained in the infant’s un- 
conscious is the fear of loss of his most highly prized 
object, his mother. This real or feared loss may spread 
to include parts of his body; he fears mutilation and 
destruction. All through an individual’s infantile de- 
velopment and childhood, he may constantly be sub- 
jected to these real or threatened deprivations. 
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In the earliest oral stage of development the infant 
feels deprived of the breast at weaning. When the 
infant at toilet and bowel training must give up the 
stool to please the mother he feels a loss of bodily 
contents. In the phallic stage of development, the penis 
is the center of attraction and is highly prized. In the 
Oedipus situation the penis is hypercathected, and the 
child fears the direct or indirect threat of castration as 
a retaliation for his sexual feelings toward his mother, 
The child also develops anxiety from another source at 
this time, anxiety due to the lack of maturity, either 
physical or mental, to cope with the excessive sexual 
excitations in the unconscious. The anxiety is felt and 
experienced by the individual and becomes to one de- 
gree or other a fixed pattern of reaction to all situations 
of deprivation or threat, similar to the Pavlovian con- 
cept of a conditioned reflex. 


Role of libido 


Another source of anxiety is that felt by the ego 
from a severe strict and punitive superego, in which 
the ego cannot live up to the demands of the superego. 
Freud at first felt in investigations that anxiety was 
really due to excess and dammed-up libido. The only 
way in which discharge was possible, since all other 
avenues of discharge or means of gratification were 
closed, was in the form of anxiety. This idea is not 
held to be important in the causation of anxiety. It is 
contrary to the pleasure principle and the purpose of 
instincts. However, it is still true that excessive libido 
or a threat to the ego which provokes an excessive 
libidinal charge causes a reaction of fear. The basic 
sexual energy in this case will be used to protect the 
individual’s ego in case of danger. 

This becomes more clear if it is remembered that 
the ego is largely a body ego and, in the mind, the 
general body structure is represented. With this uncon- 
scious awareness of one’s own body parts, the libido 
in diseased, traumatic, or painful states is directed to 
the body. This is a protective mechanism whereby 
libido is used to make up for the weak spot in the 
body ego. In chronic disease states, constitutional or 
developmental weakness, or when the ego is threatened 
by loss, mutilation or castration, or destruction, exces- 
sive supplies of libidinal energy may be directed to the 
corresponding areas of the body. Hypochondriacal 
symptoms will result from such an excessive distribu- 
tion of libido. 


Conclusions 


I have attempted to clarify the term “unity of mind 
and body” and, in a small way, to show what psycho- 
analysis has contributed to the field of medicine. It has 
been predicted that medical schools and large teaching 
hospitals eventually will be headed in the clinical sery- 


‘ices division by the department of psychiatry since all 


illness has psychologic aspects. Patients would be sent 
to other necessary departments for diagnosis and th: t- 
apy and then returned to the department of psychiairy 
for further direction or therapy. If this prediction 
comes true, medicine in the future will revolve more 
about psychiatry and the team of clinical psychologis's, 
social workers, psychiatrists, and psychoanalysts. Depih 
psychology does not stress therapy, but it provides the 
most complete understanding of the human personality 
known today. 
1301 Fayette St. 
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Freud: Scientist and explorer 
of the unconscious 


HARVEY J. FISCHER, PH.D. 
Philadelphia Mental Health Clinic 
Philadelphia, Pennsylvania 


A. THE AGE OF 9 YEARS, a year earlier than 
usual, Sigmund Freud passed his high school entrance 
examinations. He then distinguished himself in that 
curriculum, standing first in his class for six consecu- 
tive vears.! At 17 he was graduated summa cum laude. 
Reluctantly, he went on to study medicine—one of the 
few professions open at the time to a Viennese Jew— 
as the closest approach to his interest in human con- 
cemms. 
In his early studies at the University of Vienna, 
he was drawn to some experimentation in both chemis- 
try and zoology, but it was the influence of the famous 
physiologist Briicke that channeled his interest.? Bracke 
was a member of the group that initiated and main- 
tained the scientific study of medicine led by Helmholtz. 
This dynamic and rationalistic philosophy had a strong 
and lasting effect on the young medical student. Dur- 
ing his 6 years at Briicke’s Institute of Physiology, 
where he was also influenced by Fleischl-Marxow and 
Exner, he became well grounded iti the principles of 
that discipline which he was later to apply so brilliantly 
to mental phenomena. His first contribution to science 
was one in technic—a new formula for the microscopic 
preparation of nervous tissue. During the first 2 years 
at the Institute, Freud climaxed a series of painstaking 
experiments with the discovery of the transitions from 
bipolar to unipolar of the spinal ganglion cells of the 
fish Amoecetes (Petromyzon). This was refreshingly 
noteworthy in contrast to his work 2 years earlier which 
was an inconclusive corroboration of Syrski’s observa- 
tions on the male organ of the eel. Next Freud devoted 
himself to the microscopic study of the nerve cells of 
the crayfish. In this endeavor he made an important 
technical innovation which facilitated his work—the 
gold chloride method of staining nervous tissue. He 
was the first to demonstrate that the axis cylinders are 
without exception fibrillary in structure. In so doing, 
he mastered a microscopic technic very difficult at that 
time. These researches seem to have clarified in his 
mind the unitary concept of the nerve cell. Although 
Waldeyer established the “neurone” in 1891, following 
the early work of Wilhelm, Forel, and Cajal, Freud 
had already in his lectures given an outline of the con- 
cept 8 years earlier, although without having marshaled 
the proof. 

The researches at the Institute of Physiology were 
collateral with his medical studies where his teachers 
were famous innovators in their fields: Billroth the 
surgeon, Hebra the dermatologist, and Arlt the oph- 
thalmologist. He received his M.D. degree in 1881, 
taking 3 years longer than usual because of his broad 
interests and concern for knowledge rather than prac- 
tice.* Then he remained with Briicke, pursuing his 
histologic work. It was at this time that he declined 
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an invitation from the distinguished physiologist Her- 
ing to join him as his assistant. ‘Two months later, he 
was promoted to the post of demonstrator in the Insti- 
tute, and despite the heavy teaching load, he managed 
to spend the better part of a year (1882) in an investi- 
gation in the analysis of gases in Ludwig’s Chemical 
Institute. 

A career devoted to theoretical pursuits was too 
impractical. Thus on advice of Briicke, Freud very 
reluctantly left full-time research for the way of the 
practitioner. Having no experience with patients, he 
registered at the General Hospital of Vienna. He found 
the work physically tiring, and 2 months in the surgery 
wards were enough, so he took a letter of introduction 
from Meynert to the great physician Nothnagel, who 
held the Chair of Medicine. Since there were no open- 
ings as sekundararzt (a combination of house physician 
and registrar), Freud took the modest position of 
aspirant in the division of internal medicine. Six 
months later, his interest and the opportunity led him 
to accept the position of sekwndararzt in Meynert’s 
psychiatric clinic. He gained basic experience there for 
5 months until he moved on to von Zeissl’s department 
of dermatology. The duties during these 3 months 
were light so he attended special courses in nasolaryn- 
gology. 

In January of 1884, he began 14 months in the 
department of nervous diseases, following Meynert’s 
suggestion that he specialize in neurology ;? he rose in 
rank to senior sekundararst and published three clin- 
ical neurologic contributions (“A case of cerebral hem- 
orrhage,” “A histological method for the study of brain 
tracts,” and “Structure of the elements of the nervous 
system” ).? 

_ It was also during this time that Freud published 
his investigations of the clinical action of cocaine and, 
although his surmise was correct that its action is 
due to an abolition of the effect of agencies that depress 
one’s bodily feelings, he had held it forth only as an 
analgesic. A friend, Carl Koller, followed his sugges- 
tion and made the crucial experiments upon animals’ 
eyes which were published as evidence of the anes- 
thetic effect. 

After a year in neuropathology, Freud’s experi- 
ence in clinical neurology rose to the point where he 
was able to localize a lesion in the medulla oblongata 
so accurately that the pathologist had nothing to add, 
and he was the first in Vienna to send a case to autopsy 
diagnosed as polyneuritis acuta. His fame in diagnosis 
spread so that physicians came from America to listen 
to his lectures at the clinic. 

__ He was encouraged by Nothnagel to apply for the 
title of privatdocent, a position similar to that of an 
Oxford don who holds classes, usually on topics out- 
side the regular curriculum.* While this application was 
in progress, a difference of opinion with his chief 
(Scholz) concerning administration resulted in Freud’s 
being transferred to the ophthalmologic department. It 
was also during this time that Freud published the 
first of three papers of original contributions to the 
structure and function of the medulla oblongata ; these 
were derived with an ontogenetic method which he 
elaborated from a suggestion by Flechsig. 

Three months later (June 1885) he was invited to 
act as locum tenens in a socially superior private men- 
tal hospital. A few weeks later he received the news 
that he was the successful candidate for the ministry’s 
prize of a postgraduate traveling grant. Freud had 
looked forward to pursuing his neurologic work under 
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the great Charcot in Paris. He resigned from the Gen- 
eral Hospital in August, was appointed privatdocent 
in September, and arrived in Paris the next month. 

Freud spent 4% months as a student under Charcot 
at the world famous Salpétriére, becoming the trans- 
lator of the new series of “Lecons” and gaining through 
Charcot’s presentations of hysteric patients an appre- 
ciation of the role of sexuality in psychoneuroses.* He 
tried to continue his anatomic research, but the facili- 
ties in Paris were too poor. Instead, he began a book 
(“Introduction to Neuropathology”) which was left 
incomplete as he turned his attention to writing a vol- 
ume on the anatomy of the brain. 

He left the Salpétriére in February 1886, stopping 
for a few weeks in Berlin to observe the general dis- 
eases of children. This was in preparation for accept- 
ing the post as director of the neurologic department 
in the first public Institute for Children’s Diseases un- 
der the famed pediatrist Kassowitz.* He also opened 
an office for the private practice of neuropathology, 
while each morning was devoted to his anatomic work 
on the medulla at Meynert’s laboratory. It was the 
observation of Meynert’s amentia (acute hallucinatory 
psychosis) that first gave Freud a vivid impression of 
the wish-fulfillment mechanism which he applied so 
brilliantly in his later investigations of the unconscious. 

While occupied with setting up a practice, running 
a department, and doing research, Freud published 
nothing original until 1888, when he reported on hemi- 
anopsia in children which was hitherto unknown. He 
suggested that hemianopsia on the paralyzed side ob- 
served in apoplectic coma resulted in the eyes looking 
toward the side of the lesion. For some while he had 
lectured on aphasia, but it was not until 1891 that he 
published a book by that title. There can be found a 
prelude to the concept of the significance of language 
in the different strata of the mind.’ At that time it was 
a radical criticism of the Wernicke-Lichtheim doctrine 
of subcortical lesions in the associative paths. He 
posited a functional explanation citing Hughlings Jack- 
son’s view of “‘disinvolution.” Freud distinguished be- 
tween the naming and recognition of an object, coining 
the term ‘“‘agnosia’”’ for the latter defect.* Even today, 
controversy persists between the dynamic and static 
aspects of localization first brought out by Freud. 

Later in that year, together with Oscar Rie, he 
published a definitive volume on the unilateral paralyses 
of children, in which they identified for the first time a 
new syndrome of ‘“‘choreatiform paresis” and suggested 
a common etiology for acute poliomyelitis and cerebral 
hemiplegia (modern encephalitis).2 Two years later, 
Freud published a monograph on central diplegias, and 
with that, all forms of childhood paralyses were investi- 
gated. Having become the leading authority on chil- 
dren’s paralyses, he continued for some years to write 
that chapter in the “Yearbook of Neurology and Psy- 
chiatry.” By 1900, he had completed the grouping of 
the various paralyses into distinct units, which even 
now is recognized as the definitive work in this area. 

As a neurologist of the period, Freud wrote a 
paper in 1892 on successful treatment by hypnotism 
which he used in the manner of direct suggestion, to- 
gether with rest, baths, and massage. In that paper, 
some incidental remarks concerning the existence of 
antithetical ideas were the first shadows of what later 
developed into the concept of the unconscious; these 
ideas evolved from his insight into the phenomenon of 
posthypnotic suggestion when he observed ideas which 
were unconscious and yet dynamic.* 
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The following year, from his notes at the Sal- 
péetriére, Freud wrote an article distinguishing the three 
cardinal differences between organic and hysteric pa- 
ralyses; (1) Hysteria is confined to one part of the 
body, while organic paralysis, when intense, is accom- 
panied by extensive distribution; (2) hysteria shows 
more sensory changes than motor, while the opposite 
is the case in organic paralysis; and (3) organic pa- 
ralysis shows an anatomic distribution whereas in |ivs- 
teria, distribution is ideational. Later that same ) var 
(1893), I'reud and Joseph Breuer published toge! her 
a paper on the transference manifestations of hypnutic 
treatment. In this is the first mention of the memor: of 
a trauma in the etiology of emotional disturbance and 
the first assumption of unconscious processes, detailing 
only the existence and strength of such forces. Tliese 
efforts culminated in a paper by Freud, “On the jsy- 
chical mechanism of hysterical phenomena,” which was 
later to become the first chapter in the “Studies.” 
Previous to this communication, neuroses were re- 
garded as physical conditions; since then they have 
been recognized as manifestations of deep emotional 
conflicts within the personality.! In this work Freud 
came to grips with a problem that had never previously 
been stated—dynamic psychopathology.* 

During the period from 1892 to 1895, there was 
a great ideological change in Freud, which was stimu- 
lated by Breuer’s recounting to him the case of the 
now famous Anna O. Breuer had used a cathartic 
method during hypnosis to achieve a cure, and Freud 
also attempted this. Freud studied hypnotism at the 
Nancy School under Liébault and Bernheim. However, 
Freud made more extensive investigations, and the 
refractoriness of hypnosis as a general technic led him 
gradually to evolve the method of free association 
which opened the door to the unconscious mind and 
ranks as Freud’s greatest discovery.?*> With his strict 
scientific training he held to the principle of determin- 
ism in following free associations. It was from these 
deductive observations that he elaborated and consoli- 
dated the concepts of resistance and repression.*:* This 
culminated in 1895 in the “Studies in Hysteria’ in 
which Freud’s conclusion as to the essentiality of the 
sexual life in the etiology of neuroses led to the defec- 
tion of Breuer, who had contributed the term “uncon- 
scious” in the dynamic sense. From then on, Freud 
worked alone and finally developed the psychoanalytic 
technic. All his later efforts stem directly from the 
“Studies,” “. . . the fons et origo of psychoanalysis.” 

It was in 1897 that Freud discovered that the 
sexual reports of his patients did not check out. !!le 
then had to revise his theory of sexuality to account 
for these fantasies, and he postulated that psychical 
reality must be taken into account along with actual 
reality. This proved to be the key to the riddles of both 
infantile sexuality and dreams. Also, he had observe 
even a year before* that the unconscious is not on!y 
made up of the original memory traces (labeled |v 
critics who were impressed by the content as “a sink 
of iniquity”), but it also holds the derivatives of the 
conscience; thus, the unconscious contains eleme? s 
of both the “highest” and “lowest” in man. 

The unconscious, so often postulated but unes- 
plored, was broached through Freud’s investigations 
of this psychic area in his own mind, His work on the 
“Interpretation of Dreams” proceeded simultaneous! \ 
with this endeavor, as well as the observations whic!) 
later led to the writing of “Three Essays on the Theo 
of Sexuality.” The manuscript for the book on dreat 
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was sent to the publisher in 1899 (although it was 
essentially completed 3 years before). This major opus, 
which has received only a minimum of modification 1n 
the following 50 years, remains Freud’s greatest con- 
tribution to science; it contains a secure basis for the 
theories of the unconscious and sexuality, as well as 
suggestions for education, literature, and mythology. 
Beiore the advent of the book, the concept of uncon- 
sciousness enjoyed a rather general acceptance in high 
scientific circles. However, after 1900 it met with many 
challenges, owing, no doubt, not to the concept as such 
bui to its content which Freud revealed. However, stu- 
dents of Freud will appreciate his delineations, not so 
much of either the existence of the unconscious or its 
content but, rather, of the different kinds of mental 
processes to be found there and their descriptions. The 
unconscious is a seething flow toward wish fulfillments, 
being unchecked by logical contradiction and without 
sense of time or reality. Its emotional charges are freely 
int-rchangeable one with the other and may accumulate 
or disintegrate. Its goal is only the discharge of its 
excitations through either an activity or a perceptual 
identity with a prior satisfaction. He later went into 
the metapsychology (topographic, dynamic, and eco- 
nomic appreciations ) of the unconscious,® and the con- 
cept remains relatively unaltered to this day although 


Transference 


and countertransference 


LOUIS K. BARON, M.A. 
Philadelphia, Pennsy:vania 


I. ALL TYPES of psychotherapy there are 
technical problems and phenomena which are specific 
and unique to each individual case, and there are those 
that arise in every case, no matter what the diagnosis. 
Transference and countertransference are examples of 
the latter. Although these phenomena arise in all types 
of psychotherapy as well as in daily experiences, Freud 
and other psychoanalysts have given the greatest im- 
petus to the understanding and utilization of them and 
their vicissitudes in the attempt to reintegrate person- 
ality. The terms “transference” and ‘“‘countertransfer- 
ence,” as used in this paper, refer to the unconscious 
reactions of the patient toward the analyst and the un- 
conscious reactions of the analyst toward the patient, 
in the treatment situation. They are the irrational, in- 
fantile, ambivalent emotional responses that interfere 
with the progress of the analysis, but are normal phe- 
nomena derived from repetition compulsion. 

Breuer and Freud' presented for the first time in 
“Studies in Hysteria” a most significant discovery that 
has since been recognized as one of the cornerstones of 
psychoanalysis. They delineated very clearly the concept 
oi transference, its origin, and its technical and thera- 
peutic importance. It was explained how Breuer, in an 
alfempt to cure the patient, utilized intensive, suggestive 
rapport. This served as the prototype for what is now 
culled “transference.” They said that these transfer- 
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the use of “unconscious” as a topographic description 
has given way to the term “id.”® In retrospect, Freud’s 
psychologic contributions seem to be exquisitely pene- 
trating detailed studies of concepts which he had held 
almost from the first. 
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ences are reproductions and reimpressions of the emo- 
tions and fantasies that have to be awakened and 
brought into consciousness during the progress of 
analysis; they are characterized by the replacement of 
a formerly known person by the physician. In the case 
study of Dora, Freud indicated that transference could 
be utilized as an ally in treatment, and he considered 
its dissolution a condition for the disappearance of 
symptoms. 

Ferenczi? and Abraham* both considered this con- 
cept in early important papers. Abraham emphasized 
the importance of the relationship between transference 
manifestations and the libidinal position of the patient. 
Ferenczi concerned himself more with the relationship 
between transference and introjection. He felt that the 
analyst assumed the role of the introjected parents and 
that the process of tranference allowed the patient to 
run away from his unconscious conflicts and to displace 
onto objects of his immediate environment the floating 
libido which had not been converted into or substituted 
by symptoms. 

In 1912 Freud’s* paper, “Dynamics of the Trans- 
ference,” described the phenomenon as a constant repe- 
tition of a stereotyped pattern throughout life that 
governs the conditions under which another person can 
be loved. He felt it was a product of unconscious 
tendencies which had been frustrated and repressed, 
and of resistance, which tends to replace memory by 
action. 

About 2 years later another paper’ foreshadowed 
the ideas that were later developed in “Beyond the 
Pleasure Principle,’* by emphasizing the concept of 
the repetition compulsion and its relationship to trans- 
ference. In this paper, Frevd discussed the infantile 
and repetitive character of transference love, its lack of 
regard for reality, and its intensification by resistance 
and by the analytic situation itself. 

Mechanically, the phenomenon is related to Zeigar- 
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nick’s? experimental work, in which he demonstrated 
that tasks which have been interrupted are not only 
willingly resumed, but are relatively better accom- 
plished than those that have been completed without 
interruption. Zeigarnick felt that the narcissistic wound 
attached to the frustration of the interruption increases 
the inner need to complete the task. 

Lagache,® considering the relationship between 
transference and the Zeigarnick phenomenon, as well 
as positive and negative transference, schematized the 
origin of repetition manifested in the transference as 
follows: (1) Infantile experience is a series of trials 
and errors which usually end in failure or frustration 
and in narcissistic mortification. (2) Primary repres- 
sion, not necessarily a final renunciation, results from 
predominant ego defenses. Hope for future success 
remains and facilitates repression of the feelings and 
ideas which are connected with the postponement of 
the interrupted task. (3) Transference then results 
from the persistent tensions that accompany and de- 
velop from the repressed ideas and emotions. The 
narcissistic blow stimulates action of ego defense mech- 
anisms as well as the need for repair. 

During the revision of Freud’s theories, transfer- 
ence was shown to be the connecting link between 
psychoanalytic theory and practice, especially as proof 
of the sexual origin of the neuroses. In “Beyond the 
Pleasure Principle,” Freud® re-emphasized and ex- 
tended the concept of the repetition compulsion and its 
relationship to transference and to infantile sex expe- 
rience. He felt at that time that it is independent of 
the pleasure principle and that it constitutes areal 
barrier to the termination of analysis by preventing 
free association. This fact led to greater awareness of 
the real need for constant interpretation of the trans- 
ference relationship during the entire course of the 
therapeutic process. 

Alexander® severely critized Ferenczi and Rank 
for stressing the affective quality of the analytic proc- 
ess and emphasizing the importance of abreaction. He 
felt the goal of analysis should be to free bound energy 
and to strengthen the ego and that certain infantile 
memories could be repeated only in the transference. 
Two phases of the latter were described: (1) The con- 
flict between the superego and id is changed into 
conflict between the id and the analyst. (2) The func- 
tions of the superego are restored to the ego of the 
patient by interpretation and working through. 

Sachs,"" on the other hand, favored the active 
technic of Ferenczi in the attempt to establish contact 


In all types of psychotherapy 


there are technical 


problems and phenomena which 


are specific and unique to each 
individual case, and there 


are those which arise in every case 


between the ego and the id of narcissistic patients. He 
felt the tranference was an attempt to reproduce 
libidinal positions which had been only partially o\er- 
come by the patient during childhood. Therefore, the 
terminal phase of treatment should be an attemp' to 
rechannelize the repetitive behavior of earlier expe- 
rience by remembering and working through those 
experiences rather than continuing to relive them i: an 
incomplete, infantile manner. 

Rado" compared tranference neurosis, hypnosis, 
and preanalytic forms of psychotherapy. He felt that 
the last fostered the establishment of a transference 
neurosis without the possibility of its dissolution. This 
was caused by the lack of working through and no at- 
tempt to interpret the transference. Of course, this 
means that other more superficial forms of psycho- 
therapy serve more to reinforce infantile, ambivalent 
patterns of behavior than to rechannelize the discharge 
of inner forces for satisfaction in terms of present 
reality. 

At the Psychoanalytic Congress of Marienbad, it 
was decided that the concept of transference should be 
enlarged to include displacement but to extend beyond 
it. The Congress agreed with Nunberg™ that repetition 
compulsion is a factor in the cure of patients, rather 
than an obstacle, and recognized that certain technics, 
including the silence of the analyst, favor the develop- 
ment of transference. They also accepted Glover and 
Brierly’s™ suggestion that the analytic treatment of the 
transference contains nuances that are not purely ana- 
lytic and that the unconscious attitude of the analyst 
toward the patient has a therapeutic and strengthening 
effect. 

In their work with children, the conflict of ideas 
of Anna Freud" and Klein” included the concept of 
transference. Anna Freud believed that young children 
do not develop transference neuroses in the complete 
sense, as adults do, because of the lack of superego 
development. She felt it could only develop if the 
child were removed from the family. Klein criticized 
these conclusions with the presentation of her theories 
of the much earlier development of the superego. In 
the light of her theories, the development of transfer- 
ence and the role of the analyst in child analysis are 
the same as in the analysis of adults. 

Since the late 1930's there have been many critical 
reviews of the theory of transference. With Horney’s'® 
theoretical deviation from the orthodox point of view, 
she gives less importance to the disposition to transfer- 
ence and the repetition compulsion. Of course, she felt 
that the primary aim of psychoanalysis is not that of 
relating the present to the past, but in emphasizing the 
reaction of the total personality in the world of peojle 
today. Some analysts would question her approach {0 
personality problems and call it psychotherapy rather 
than psychoanalysis. There are, however, some resetii- 
blances between her ideas and those of Alexander and 
the Chicago School, which in turn show the influerice 


‘of Anna Freud’s thinking. 


A paper by Silverberg" described transference as 
a repetition which attempts to rectify a traumatic sit- 
uation by action. Transference, in the attempt to deny 
objective reality, is always irrational, ambivalent, and 
disagreeabie. Silverberg spoke of a transference rather 
than the transference. ; 

Macalpine™ stressed the fact that all obstacles \o 
the process of regression that accompanies the develo) 
ment of transference are expressions of resistanc:. 
One example of this is the flight into health. She ce- 
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fined transference as the gradual adaptation by regres- 
sion in the infantile atmosphere of the analytic situation. 
She expressed some doubt as to whether psychoanalysts 
fully understand the resolution of the transference, 
because actual resolution occurs after termination of 
the treatment. 

About a year later Nunberg” reintroduced Freud’s 
concept of perceptual identities. There is an identifica- 
tion of past with present experience when repressed 
ideas and feelings are revived by present perceptions 
and perceived as actual experiences of the present. Nun- 
berg felt this tendency is the basis for acting out and 
is an aspect of the repetition compulsion. The latter, 
however, turns toward the past, while transference 
turns toward reality in the attempt to discharge and 
satisfy old forces. 

In review, the literature on the theory of transfer- 
ence indicates some confusion about many aspects of 
the concept, including the definition. Typically, though, 
it might be defined as an emotional attitude of the pa- 
tient toward the analyst, based on earlier, repressed 
feclings toward others and having no basis in the real- 
ity of the analytic situation itself. It is the irrational, 
anibivalent behavior of the child that has carried over 
into adulthood, blocking healthy adjustment, through 
new patterns, to real, present situations. Does this 
mean, then, that the irrational, ambivalent, infantile ele- 
ments are exact reproductions of earlier experiences ? 
I am in agreement with Schmideberg’® that it is not 
necessarily so but that elements of present situations 
may revive infantile attitudes, and so the analyst may 
become the object of projection and displacement from 
them. 

Since the time when Freud! first concerned him- 
self with countertransference, the Jiterature on this 
concept seems to include variations of all kinds of emo- 
tional reactions on the part of the analyst toward the 
patient. One point of agreement among most modern 
workers, however, is that the analyst cannot possibly 
function exclusively as a “mirror,” as Freud suggested. 
It is felt to be humanly impossible for the analyst to 
maintain a completely detached and impersonal attitude 
at all times. 

According to Gitelson,?° differentiation must be 
made between beneficial reactions not considered coun- 
tertransference, reactions to the patient as a whole 
which represent residual neurotic transference reac- 
tions, and reactions to partial aspects of the patient, 
true countertransference. The latter two are considered 
interfering emotional responses, and their recurrence 
in the analytic situation points up the interminability of 
analysis and the fact that no one is ever completely 
analyzed. As indicated here, the term “countertrans- 
ference” applies only to emergency defensive reactions 
to the patient’s productions, or to defenses against what 
the analyst discovers of himself in the patient; that is, 
the emotional response to the content of the material 
presented by the patient. Waelder,?! combining Gitel- 
son’s last two points, considers countertransference only 
the analyst’s transference to the patient, partial or 
whole. Anxiety has been considered the basis for all 
countertransference reactions, and so some workers 
have considered only anxiety-producing responses in 
the analyst as countertransference. An extreme concept 
includes only sexual impulses toward patients as coun- 
tertransference. The major differences seem to center 
about the analyst as a mirror or the analyst as a human 
being, 

Compared to information and work done on trans- 
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ference, that done on countertransference is relatively 
scarce. This is due to many difficulties in presenting 
problems of the latter for discussion. The small amount 
of clinical material is due to the resistance toward 
awareness of countertransference among analysts. This 
is comparable to the resistance to transference insights 
in patients. There are other practical reasons for the 
scarcity of information, which center about the fact 
that the analyst must concentrate on keeping the ana- 
lytic situation well in hand and, therefore, is primarily 
occupied with the patient’s reactions. 

The most valuable and only real way of attempt- 
ing to control untoward countertransference reactions 
is through personal analysis of the analyst. This is of 
considerable help in the achievement of ability to main- 
tain a neutral or objective attitude while reflecting the 
patient’s own feelings and thoughts. Does it completely 
eradicate erotic behavior toward patients? Is no form 
of erotic behavior on the part of the analyst to be 
tolerated? The answer to these questions is no, because 
analysts cannot exert conscious control over uncon- 
scious processes any more than other human beings 
can. This artificial attitude is as detrimental as would 
be the acting out of countertransference behavior by 
the analyst and is a type of rigid defensiveness. 

Tower,” in a recent paper, explained that fantasies 
and emotional reactions of all kinds are to be expected 
and are normal, especially when they are related to 
reality. If the feelings seem to be excessive or inap- 
propriate to what is taking place in the analysis, such 
as stimulating impulses toward action or those asso- 
ciated with anxiety, there should be an attempt made 
to find countertransference significance. Sharpe,?* for 
example, always analyzed her dreams about patients. 
Tower*® also emphasizes the positive value of counter- 
transferences. On the premise that these reactions are 
normal and ubiquitous, she relates the necessity for 
countertransference affects to the fact that true insight 
is achieved only when the analysis of transferences is 
accompanied by appropriate releases of affect. She 
points out further that these reactions are inherent and 
dynamically operative in all treatment procedures, but 
that countertransference is only one of many important 
responses of the analyst to the treatment situation. 
Others included are empathy, rapport, intuition, intel- 
lectual comprehension, and egoadaptive responses. 


Summary 


An attempt has been made to survey briefly the 
literature on the phenomena of transference and coun- 
tertransference, to clarify their meaning and to try 
to convey the importance of these concepts in success- 
ful treatment. 

Both these phenomena are inherently dynamically 
operative in all treatment procedures, but are dealt with 
directly only in intensive psychoanalytic therapy. The 
fact that these phenomena constitute a real barrier to 
the successful termination of analysis by preventing 
free association on the part of the patient and a neutral 
objective attitude on the part of the analyst points up 
the real need for continual interpretation of the trans- 
ference relationship and -continual search for counter- 
transference manifestations of the analyst. Both of 
these areas might prove to be fruitful in terms of 
future experimental studies that would give greater 
insight into their operation during the treatment pro- 
cedure. 

1737 Chestnut St. 
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The pathology of cerebral 


CONCUSSION 


J. DONALD SCHERBART, D.O. 
Long Beach, California 


O NE OF THE Most frequent problems the 
neurologist deals with is that of head injuries. Head 
injuries involving skull fractures, cerebral lacerations, 
subarachnoid hemorrhages, and hematomas are major 
problems, the pathology and treatment of which are 
quite well understood. The same cannot be said for 
cerebral concussion. This is true because the pathologic 
changes of cerebral concussion are difficult to demon- 
strate. Usually the patient survives, and there is conse- 
quently no opportunity to study the damaged brain. In 
those patients who die, there is typically no evidence of 
gross pathologic changes. 

My interest in cerebral concussion has been 
brought about through handling and attempting to treat 
two widely different consequences of concussion. First, 
while a resident at the Los Angeles County Osteopathic 
Hospital, I saw a number of patients with head injuries. 
It was a satisfying experience to perform trephinations 
and evacuate hematomas and hygromas and, in due 
time, have the patient change from a moribund state 
to one of apparent good health. One of the most up- 
setting experiences was to have a patient die with no 
gross demonstrable damage to the brain. 

All deaths were coroner’s cases, and reports were 
awaited with considerable interest. Frequently the re- 
port came back stating that no demonstrable gross 
damage could be found and that microscopic sections 
were being studied. It was then for the first time that 
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the realization came to me that death could ensue from 
changes in the nerve cells demonstrable only on micro- 
scopic examination. It did not solve the problem of 
whether anything could have been done to save these 
patients’ lives other than what was done in maintaining 
fluid and electrolyte balance, insuring a proper airway, 
treating shock, and maintaining spinal fluid pressure 
at near normal levels. 

Secondly, my interest has been directed toward 
cerebral concussion because of the occurrence of trou- 
blesome and sometimes disabling postconcussion symp- 
toms of headaches, vertigo, and nervousness without 
positive neurologic findings. These often occur after 
mild or moderately severe concussion. It is a circum- 
stance that seems particularly objectionable to insur- 
ance companies, insurance company doctors, and 
opposing lawyers. 

A definition of concussion satisfactory to all is 
almost impossible. The condition is usually defined in 
terms of its chief symptom, loss of consciousness. lor 
example, Voris,’ in discussing craniocerebral trauma, 
has stated that the term “concussion” should be re- 
served for those cases in which there is transient loss 
of consciousness, due to a blow on the head, unasso- 
ciated with evidence of local brain damage. While this 
is the generally accepted definition, it is not a satisfying 
one because it does not take into consideration those 
cases of concussion in which the patient is only daze, 
or those cases of more severe concussion in which the 
patient dies. Also nothing is said of the pathology of 
concussion. 

Courville* concluded that concussion is the direct 


‘effect of shock on cortical, ganglionic, and medullary 


centers with a derangement of the constituent ner\« 
cells. On the basis that the length of the period «/ 
unconsciousness is a fair index to the severity of th« 
concussion, he used this as a measuring stick to con 
struct a rough classification. This is included here b: 

cause it is valuable clinically. 

First degree concussion consists of transitory mo 
tor weakness, dizziness, or blurring of vision withou! 
impairment of consciousness. There are paralytic co 
tical phenomena only. This type is typically seen i) 
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some instances of gunshot wounds of the head. 

In second degree concussion the patient is only 
dazed or stunned and does not completely lose contact 
with his environment. The cortex is affected with im- 
mediate onset of paralytic motor phenomena, but the 
center of consciousness in the subthalamus is only 
mildly disordered. 

Third degree concussion represents the state gen- 
erally considered as concussion in contemporary thought 

-craniocerebral injury with only transitory loss of 
consciousness lasting not more than several minutes. 

In fourth degree concussion the patient is uncon- 
scious from 1 to 6 hours, but there is no gross damage 
‘9 the brain. 

In concussion of the fifth degree unconsciousness 
's sufficiently prolonged to arouse the suspicion that a 
eross brain lesion may be present. The course is often 
progressively downhill, but in many instances after 
days or even weeks of unconsciousness the patient sur- 
vives with no clinical evidence of brain damage. 

Sixth degree concussion includes those cases in 
which the individual dies within a short interval follow- 
ng cranial trauma, but in whose brain there is found 
no gross injury or only scattered petechial hemorrhages. 
in some manner, the shock of the injury so affects the 
medullary centers as to render them incapable of sur- 
vival. 

Seventh degree concussion consists of those cases 
in which the patient dies almost instantly after a blow 
to the head. 

If Courville’s definition and classification are ac- 
cepted, it seems apparent that more damage must be 
present in cerebral concussion than 1s commonly 
thought to be the case, even though it may not be gross- 
ly evident. In reviewing the literature, I have found 
this to be true. Significant damage in cerebral concus- 
sion has been demonstrated in five different ways: 

1. Cytologic changes in the neurons of the brain. 

2. Evidence of circulatory disturbance. 

3. Electroencephalographic evidence of impaired 
function. 

4. Biochemical evidence of altered physiology. 

5. Evidence of altered permeability of the cell 
membrane. 


Manifestations 


Regarding the cellular changes, it has been believed 
that cerebral concussion resulted in no demonstrable 
microscopic findings. The work of Windle, Groat, and 
Fox,’ Groat and Simmons,‘ and Groat, Windle, and 
Magoun® indicates that this is not true. They observed 
differential chromatolytic changes in the pyramidal cell 
of the motor cortex of monkeys and in the brain stems 
of both the guinea pig and monkey following cerebral 
concussion. These changes were unassociated with the 
glial reaction, interstitial hemorrhage, and fiber degen- 
eration and were apparently due to uncomplicated con- 
cussion. In the first experiment, twenty-nine guinea 
pigs were struck blows ranging from too light to pro- 
duce concussion to very strong and were sacrificed after 
periods ranging from 4 hours to 32 days. All except 
two which received only light subconcussive blows 
showed definite cytopathologic changes. At the end of 
!4 hours, disorganization of the Nissl body pattern and 
even lysis could be determined; and at the end of 24 
hours disintegration of Nissl bodies, that is, chroma- 
tolysis, could be clearly observed. After 2 days many 
cells showed marked changes, which reached maximum 
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intensity by the sixth or eighth day. Progressive chro- 
matolysis culminated in destruction of some nerve cells. 
These changes were observed in neurons of all sizes, 
but large cells such as those of the red and lateral 
vestibular nuclei were most affected. 

Groat and Simmons‘ demonstrated a considerable 
loss of cells in the brain stem of guinea pigs which had 
been subjected to concussion by a single blow 13 months 
earlier. The loss in the reticular formation varied from 
19.4 per cent to 38.8 per cent. They concluded that 
some cell loss will occur in all concussions, even in ex- 
tremely light ones and in some subconcussions. 

In their experiment on rhesus monkeys, Groat, 
Windle, and Magoun’ sacrificed the animals at inter- 
vals, the longest being 8 days. Large neurons of the 
red nucleus, pontile reticular formation, vestibular nu- 
cleus, superior olivary nucleus, and reticular formation 
showed chromatolysis. Many cells contained no Nissl 
bodies. Eight days after concussion, changes were 
clearly observed in the large motor cells of the cerebral 
cortex. Some large pyramidal cells appeared shrunken 
and hyperchromatic with disturbance of the Nissl body 
pattern. It was concluded by these investigators that 
the changes they had observed were due solely to cere- 
bral concussion and that there were no other complicat- 
ing occurrences such as interstitial hemorrhage and 
glial reaction. These workers admitted that functional 
phenomena of concussion and their relationship to these 
cytopathologic changes are unknown. 

Rand and Courville® reported observations on tissue 
studies from thirty-nine cases of fatal head injuries. 
Some patients died at once; others died many days 
later from the effects of head injury or from other 
causes. Alterations were found similar to those de- 
scribed after experimental injuries; in addition, there 
were some other findings. In the patients who died 
immediately, there was no evidence of cytologic changes. 
The earliest changes noted in the Nissl body pattern 
was a perinuclear loss of trigroid material. Chromatoly- 
sis advanced rapidly after 12 hours, and after 24 hours, 
in some cases, most of the pyramidal cells were affected 
by the process. These changes were also very marked 
in the Purkinje cells. Other alterations noted were 
nuclear aberrations in the nature of vacuolar changes 
which the investigators believe were due to cerebral 
edema and alteration in the chromatin material of the 
nucleus. They also felt that there was some, but not 
appreciable, alteration in the neurofibrils. After injury 
they also found an increase in the volume of the epi- 
thelial cells of the choroid plexis and ependyma and an 
associated increase in cellular vacuolation indicative of 
increased cerebrospinal fluid production. In certain 
cases there was acute swelling of the oligodendroglial 
cells, particularly those in the white substance of the 
brain, together with a generalized increase in number 
of these cells. The vacuoles in the oligodendroglial cells 
apparently represented accumulation of fluid within the 
cells. The researchers believed these represented cere- 
bral edema. The authors pointed out that since these 
patients died shortly after injury these findings would 
not necessarily parallel the findings in the usual milder 
iorms of cerebral concussion. However, they felt that 
it was probable that the differences between the changes 
noted here and in milder forms of concussion were of 
degree rather than of kind. In addition, they believed 
that cerebral edema was an indirect consequence of 
vasomotor insufficiency caused by concussion of the 
autonomic vasomotor center. 

Kvidence of disturbed cerebral circulation after 
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concussion is shown by the presence of certain scat- 
tered areas of cell degeneration or avascular necrosis. 
Helfand,’ in reviewing the microscopic and gross find- 
ings in twenty-two cases of fatal head injury in hu- 
mans, came to the conclusion that many lesions follow- 
ing brain trauma may be discovered only with detailed 
microscopic studies. He found lesions distant to the 
traumatic zone consisting of ischemic cell changes or 
areas of avascular necrosis characterized by changes in 
staining quality of the nuclei, dissolution of the chro- 
matin material, and changes in the shape of the cell. 
He felt that these changes were due to nutritional 
interference through temporary interruption of the 
vessels supplying the area. By careful investigation he 
was able to demonstrate that the vascular structure of 
the area was perfectly retained, and he therefore came 
to the conclusion that the lesions were due to a dis- 
turbance in the regulating influence of the vasomotor 
apparatus. 

Rand and Courville® also found these areas of 
focal necrosis in injured human brains entirely unre- 
lated to any traumatic focal lesion. They concluded 
that there was no reasonable explanation for such 
areas of focal cell loss other than that of an ischemic 
episode, presumably produced by vasospasm. 

Further evidence of disturbed circulation is shown 
by the presence of multiple petechial hemorrhages 
frequently noted in human fatal cases of cerebral trau- 
ma and also in animals in which experimental concus- 
sion was produced. Schaller, Tamaki, and Newman‘ 
reported the presence of traumatic petechial hemor- 
rhages in eleven human brains, where the interval of 
survival after trauma varied from an unmeasurable 
period or immediate death to 8 days. All brains showed 
parivascular petechiae, which were most frequent about 
the arterioles. 

In experimental concussion in twenty albino rats, 
petechial hemorrhages were produced which were in 
all respects similar to those observed in traumatized 
human brain. The petechiae were widely distributed 
and were evident in both the cerebral and cerebellar 
hemispheres. In animals killed outright the hemor- 
rhagic areas were represented by an accumulation of 
red cells in the Virchow-His space, which was generally 
dilated. No gross defect such as tearing of the vessel 
wall was demonstrated in complete serial sections. In 
animals killed at intervals up to 270 days, fresh 
petechiae were infrequently seen. In many of the ani- 
mals glial cuffing around vessels represented replace- 
ment of former perivascular petechial hemorrhage. Also 
thrombosis and degeneration of vessels in animals killed 
after an interval were a marked feature of the patho- 
logic picture, and in general these lesions followed the 
same localization as the petechiae. These changes were 
noted particularly in the arterioles, and in no case was 
gross softening noticed, the changes being manifest 
microscopically. 

The investigators concluded that concussion may 
result in the production of petechiae by vasodilatation, 
prestasis, stasis, anoxemia, increased permeability of 
the vessel wall, and diapedesis, and that concussion may 
result in irreversible effects involving primarily the 
blood vessels and secondarily the surrounding parenchy- 
ma. The final state was obliteration of the damaged 
vessel and replacement gliosis. 

Rand and Courville,* having noted the presence of 
multiple petechial hemorrhages in human fatal cases, 
believe that in those individuals who survive, the 
petechiae are absorbed without structural residuals. 


208 (16) 


Evidence of continued vascular instability is found 
in the experimental work of Friedman and Brenner’ in 
evaluationg post-traumatic headaches. Twenty-two pa- 
tients complaining of post-traumatic headaches were 
given 0.1 mg. histamine base (0.275 mg. of histamine 
diphosphate) intravenously. Of the 22 patients, 2 did 
not develop headache. In 13, histamine accurately re- 
produced the type and location of the post-traumatic 
headache. Four patients had several types of posi- 
traumatic headache, one of which was reproduced hy 
the injection of histamine. In 2 patients the distribution 
of the headache was slightly different from the pos'- 
traumatic headache complained of. In one patient the 
distribution of the headache was the same, but thc 
quality differed. These results are surprising becaus 
typically histamine headaches are bilaterally symmetri- 
cal and generally frontal. In the series, headachvs 
varied considerably from patient to patient. In 7 cases 
it was significantly or exclusively lateralized to the side 
of the head which had been traumatized. Interpreting 
their result, these workers concluded that there was 
persisting and localized increase of vascular sensitivit\ 
following trauma. 

Electroencephalographic studies in cerebral con- 
cussion in general demonstrate that the impact of the 
blow responsible for concussion, whether or not accom- 
panied by loss of consciousness, results in subtotal or 
complete cessation of cerebral electrical activity and 
that this state is followed by the appearance of abnor- 
mally slow waves whose persistence is roughly in pro- 
portion to the severity of concussion. 

Jasper, Kershman, and Elvidge'’ studied the elec- 
troencephalograms of 37 patients admitted to the hos- 
pital with head injury. They noted dysrhythmia, even 
in patients who had very mild concussion or what 
they termed ‘questionable concussion” in which there 
was no history of unconsciousness. Dysrhythmias re- 
turned rapidly to normal, paralleling the clinical course 
of the patient. Dysrhythmias particularly noted or most 
common were the delta activity obtained either from a 
restricted area or diffusely from all regions of the head. 
This delta activity consisted of slow waves at frequen- 
cies of from less than 1 to 6 or 7 per second. Often 
the waves were irregular, occurring in a more or less 
random fashion so that it was difficult to assign any 
particular frequency to the disorganized pattern of 
slow waves obtained. The amount and type of delta 
activity were found to be the best single measure of 
the severity of cortical damage. 

Marmor and Savitsky'! made a study of patients 
having postconcussion syndrome who showed abnorma! 
waves. The most consistent findings in the postconcus- 
sion syndrome were occasional short bursts of 6- to &- 
per-second rhythms occurring diffusely in all leads 
These slower rhythms were frequently of greater 
amplitude than the normal alpha waves. 

Williams and Denny-Brown'™ demonstrated tha‘ 
in experimental concussions in cats, a blow on the hea 
sufficient to cause concussion resulted in instantaneous 
and generalized diminution or cessation of electrica! 
activity in the cerebral hemisphere, followed by the 
delayed appearance of slow waves which evidently rep- 
resented a stage in recovery. ; 

Further evidence of disturbed electrical activity of 
the brain in concussion has been demonstrated recently 
by Foltz and Schmidt."* Their experiment was directed 
toward determining the role of the reticular formation 
in coma following head injury. Nineteen monkeys re- 
ceived experimental concussion. After loss of con- 
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sciousness associated with respiratory irregularity and 
loss of corneal and pineal reflexes were produced, elec- 
trodes were placed in the reticular formation of the 
midbrain by surgical means. It has been determined 
that this central region is intimately concerned with 
consciousness. Electrolytic lesions of this area produced 
prolonged coma and lack of reactivity to environment. 
[Electrical stimulation in this area will cause an arousal 
reaction in a dormant animal and is associated with 
changes in the electroencephalogram from a sleeping 
'o a waking state. It is presumed that continuous 
sensory stimulation drives the reticular activating sys- 
‘em and thus maintains the conscious state. In this 
‘xperiment, the sensory-evoked responses in the reticu- 
‘ar formation were uniformly and dramatically absent 
following adequate concussion but, under proper cir- 
cumstances, spontaneously recovered after a time. In 
one case, delayed fatal loss of reactivity of the reticular 
formation occurred after a relatively moderate concus- 
sion, that is, only momentary apnea and flaccidity. The 
corneal reflex was absent for 2 minutes. Death ensued, 
but no significant brain changes were noted postmor- 
tem. It was postulated that unconsciousness produced 
by cerebral concussion is at least in part the result of 
ihe sudden loss of the sensory activation or driving of 
the brain stem reticular formation. 

Evidence of biochemical abnormality in cerebral 
concussion was produced by Bornstein."' Various de- 
vrees of concussion were produced in sixteen dogs and 
twenty-seven cats. The brains of the traumatized ani- 
mals never showed gross damage or rupture, although 
petechial hemorrhages or rupture of the superficial 
blood vessels was sometimes seen. Histologically, a mild 
degenerative disorganization of the Nissl bodies was 
sometimes noted in brains of animals sacrificed from 
3 to 32 days after trauma. The cerebrospinal fluid from 
the traumatized animals was tested for the presence of 
acetylcholine and was found to contain estimable quan- 
tities, 2.7 to 9 gamma per cent, within a few hours after 
injury. Thirty-three control samples showed no indi- 
cation of the presence of acetylcholine. The adminis- 
tration of atropine sulfate had a remarkable effect in 
abolishing abnormal electroencephalographic patterns 
and stuporous postconcussion states. Bornstein con- 
cluded therefore that acetylcholine is liberated in abnor- 
mal amounts by traumatized nervous tissue and that 
some of the liberated acetylcholine escapes destruction 
and diffuses into the cerebrospinal fluid where its pres- 
ence may be determined. It also appeared that the 
acetylcholine so found contributed substantially to post- 
concussion symptoms. 

Further evidence of biochemical changes in cere- 
bral concussion was demonstrated by Spiegel, Spiegel- 
Adolf, and Wycis,” who incubated a buffered specimen 
of cerebrospinal fluid, from patients who had under- 
gone cerebral concussion, with a section of cat’s cord ; 
tigrolysis in the anterior horn cells was produced. 
Similar treatment of the sections of cord with buffered 
specimens of cerebrospinal fluid from normal persons 
or with buffered Ringer’s solution failed to produce 
such an effect. They postulated that the enzymes pro- 
ducing these reactions were nucleases causing a break- 
down of nucleic acid. 

Evidence of the increased permeability of the 
blood-brain barrier has been produced by Aird and his 
coworkers,!®> who experimentally produced cerebral 
concussion in cats and studied the distribution of co- 
caine intravenously administered. Significant rises in 
the concentration of cocaine occurred in the cerebral 
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cortex after concussion in comparison to those oc- 
curring in control animals. They also found that pre- 
liminary injections of trypan red effectively prevented 
the increase in cocaine in the cerebral cortex after 
concussion. 

White and his associates,'’ after experimental con- 
cussion in cats, found that there was an increase in the 
volume of the brain up to a maximum of 5.5 per cent. 
The degree of swelling was found to vary directly with 
the severity of the concussion. It made its appearance 
in about 15 minutes, reached its maximum between 5 
and 24 hours, and subsided after 3 days. They con- 
cluded that the increase in brain volume was due to 
extravasation of fluid through the capillary walls and 
not to vascular congestion or to distention of the ven- 
tricles with increased amounts of fluid. The degree of 
swelling was sufficient to reduce the space occupied by 
the ventricular and subarachnoid fluids from its normal 
volume of 8 per cent of the intracranial cavity to 2 
per cent. When, in addition, anoxia and a rise in the 
blood carbon dioxide level result from an obstructive 
airway, failure of the respiratory center, or respiratory 
depressant drugs, further swelling and congestion of 
the brain may lead to serious compression of the vital 
centers. 


Conclusion 


While it is usual for patients experiencing cerebral 
concussion to recover promptly and without apparent 
residua, in a small percentage of cases the individuals 
either die from the effects of concussion or have in- 
complete or delayed recovery. The material presented 
offers at least a partial explanation of the pathology in 
these cases and suggests that cerebral concussion is not 
necessarily a benign and completely reversible condition. 

350 E. Market Street 
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| HE CASE BEING presented must be viewed 


as an over-all pattern unit that is derived from the 
complex mosaic constituting the psychoanalysis of any 
case. It would be impossible to present the case history 
data on a day-to-day basis and maintain any continuity 
of procedure. Therefore, the material of a 3Ya-year 
analysis has been organized for a more comprehensive 
understanding. 

At the time of her admission to psychoanalysis, 
this female patient was 24 years old. She had been re- 
ferred by another physician whom she had originally 
consulted for various physical complaints. After a 
painstaking physical examination and extensive case 
history, the physician was of the opinion that the pa- 
tient was suffering from emotional disturbances rather 
than any physical illness and accordingly he referred 
her for psychiatric estimation. 

The patient was a normally developed young 
woman, extremely fashionably dressed, whose external 
appearance gave little indication of the extent of her 
underlying emotional turmoil. She was divorced, hav- 
ing been married for only 7 months at the age of 19 
years. She obtained a divorce in Reno on the basis of 
mental cruelty. From the age of 20 until about 4 
months before entering analysis, she had worked in 
burlesque, starting as an ingénue and in a short time 
being “graduated” to the rank of a strip-tease per- 
former. In this role she became widely known. 

She was an only child of parents who were mar- 
ried in their middle thirties. Both parents died follow- 
ing an automobile accident in Italy at the time the pa- 
tient was 15 years old. The orphaned girl was taken 
into the home of a widowed maternal aunt who also 
was the executrix of the estate left to the girl upon her 
parents’ death. She had attended a socially distinctive 
boarding school and had entered junior college at the 
age of 17. Her scholastic achievement was mediocre, 
but not through any intellectual inability. She became 
more socially minded with her entrance into junior col- 
lege, and her social life crowded every portion of free 
time permitted by college rules. On several occasions 
in her first year at college she was reprimanded by the 
dean of women for returning to campus after hours. 
She did not start to smoke until she was 16 and did not 
partake of alcoholic drinks until she had reached 18 
years of age. 

Her life prior to the death of her parents had been 
rather restricted. Her father had been a reserved, aus- 
tere individual in whose presence the girl had felt both 


210 (18) 


attraction and discomfort. She had been closer to her 
mother, but even this closeness was irregular because of 
the parents’ frequent journeyings to resort spots in 
both the United States and Europe. Her early de- 
velopmental years were under the influence of a nurse - 
maid and, later, a governess, until at the age of 10 she 
was sent to a day school during the school months an! 
to camp for the entire summer. When she was 12 year; 
old the child became a resident student at the boardiny 
school and remained there until her graduation. <A| 
most, she saw her parents at holidays and seasonal vaci- 
tions between school and camp. Her mental picture o{ 
her mother was of a rather petulant, ineffectual woma:, 
pleasing in appearance, always complaining of fatigu 
but never being averse to parties, traveling, and leac- 
ing a socially full life, particularly of the night clu! 
tvpe. 

All in all, neither parent seemed to display much 
open interest in the girl, but neither did they convey to 
her any impression of being rejected; she was “just 
tolerated” and provided with most of the materia! 
things she wanted but with a minimum of emotiona! 
response. Accordingly, the picture was derived of the 
patient as a rather lonely child whose interests fron 
an early period were directed solely toward her own 
gratifications, providing they did not clash with the 
expectation of parents or governess. She made some 
acquaintances among her boarding school classmates. 
but such relationships were rather fitful and tenuous. 

To clarify the description of this patient’s psycho- 
analysis, the main aspects of her problem may be 
divided into several parts: 

1. Her physical complaints which represented dis- 
placements. 

2. Her sexual conflict which was combined with 
her unresolved Oedipal conflict and her penis envy. 

3. Her aggressiveness and the seemingly unrelate« 
ways in which it expressed itself. 

4. Her exhibitionism as it tied into the above three 
aspects. 

The course of the patient’s analysis was not par- 
ticularly prolonged or protracted when the depth of the 
unconscious determining factors is considered. How- 
ever, there were quite a few stormy and emotional 
sessions and phases before the productive level of her 
analysis was reached. 

In the beginning of her analysis, the patient, as 
could be expected, spent many sessions dealing with he: 
physical complaints. An attitude of complete permis- 
siveness was afforded her by the analyst in order to 
detect the hidden significance of these conversion symp 
toms as well as to establish a strong and workabk 
positive transference. Her physical complaints wer 
backache, headache, stomach discomfort with occasiona| 
nausea, and occasionally some slight cardiac palpitation 
accompanied usually by a sensation of respiratory dis- 
tress and chest oppression. In the beginning of the 
analysis, it was necessary for her to urinate before 
commencing her analytic sessions ; later, as the analysis 
progressed, only at certain times when some specific 
topics were being dealt with in the analytic session dic 
she have to urinate. After about 6 months these physi- 
cal symptoms gradually subsided, except the headache 
and polyuria, although these too were lessened consid- 
erably in degree. All of these symptoms represente«| 
displacement from the sexual conflict and frustration 
as well as the repressed hostility. 

As her analysis progressed to deeper levels she 
started to alternate in her acceptance of the analyst as 
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4 mother-figure at one time and a father-figure at 
another time. Her anaclitic tendencies were shown by 
attempts to develop a very definite outward form of 
depending on the analyst, her attention hanging upon 
the slightest and most casual remarks or movements 
made by him during these sessions. She would often 
arrive as early as a half-hour before her appointment 
and would try to delay departure at the end of sessions 
ly attempting to engage the analyst in light conversa- 
ion or by prolonging her rising from the couch. When 
-he did not obtain the sought for response from the 
-nalyst, she would walk rigidly out of the office, some- 
‘imes with a caustic remark about him or about the 
next patient. 

As these acts in time did not produce any response 
‘rom the analyst, she began to wear a new or different 
outfit at each successive appointment and would allude 
1) these by pretendedly casual remarks such as, “Well, 
-ou don’t seem to notice when I wear anything new to 
vour office,” or “I saw this dress yesterday and I just 
couldn’t avoid buying it because it fits me so well, 
doesn’t it?” On several occasions when she got up 
‘rom the couch she carefully examined the seams of 
her stockings, presumably to see if they were straight, 
raising her skirt somewhat higher than was necessary, 
with a quick furtive glance toward the analyst. On two 
or three occasions she remarked that she was afraid 
she would have to start to wear a girdle pretty soon, in 
a tone that expressed her realization that this was not 
really likely to be the case but that also conveyed the 
suggestion that the analyst should remonstrate and laud 
her for her excellent figure. However, as her analysis 
continued she did not find it necessary to exhibit in 
this way. 

When in her analysis she started to deal with her 
stage career she asked the analyst if he had ever seen 
her perform. When she was assured he had not, she 
spent the greater part of 2 weeks’ sessions detailing the 
art of performing a strip-tease act. It was at this time 
that she pointed out how much more she preferred 
night club performing to burlesque. In the night club 
acts, being closer to her audience than when on stage, 
she could watch the reactions of the audience. Her 
thoughts at these times were directed to how much she 
could excite the males in the audience and how much 
envy she could provoke in the females. As she detailed 
the elements of her act it became evident that by going 
through the “bumps and grinds”’ she was able to excite 
herself almost to the point of orgasm. Then, at the 
close of her act she would retire to her dressing room, 
lock herself in (under the excuse of weariness), and 
indulge in rather prolonged masturbation. 

On a few occasions she entered into a mutual 
masturbatory relationship with some other female in 
the show, either a chorus girl or ingénue, and in two 
periods with a female homosexual from outside theatri- 
cal circles. In these homoerotic relationships she would 
he alternately active and passive. Interestingly enough, 
never in the course of her theatrical career did she ever 
have sexual relations with men while on_ theatrical 
premises. 

Gradually, during analysis she became aware of 
the significance of her homosexual behavior in relation 
to a deep unconscious attempt to identify with her 
mother, and from this point on in her analysis she 
gradually drifted away from desiring homosexual rela- 
tionships. She then started to substitute males as the 
needed objects for sexual gratification, but at first 
ouly in performing fellatio with them and allowing 
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them to manually masturbate her or to perform cun- 
nilinction. The fact that she would not permit any 
male to attempt genital penetration was abetted by her 
selection of generally impotent males or men who pre- 
ferred by choice the perversive act rather than genital 
intercourse. As she became slowly aware that these 
men represented unconscious father-figures whom she 
was trying to emasculate or become superior to, it was 
seen that this was the defense she had adopted toward 
her austere and undemonstrative father of earlier years. 
With this realization she was cast into a rather acute 
anxiety-tension period for about 3 weeks. 

She became aware also of why she had married 
the man she did. He had been 15 years her senior and 
was gradually rendered more and more impotent in his 
relations with her until she had cowed him sufficiently 
so that she could reject him without any struggle on his 
part. This represented the rejection of her father which 
she was able to achieve only after raising herself to a 
psychologically more dominant role. Because of her 
father’s and mother’s deaths when she was 15, and be- 
cause she had not even then been able to work through 
her Oedipus conflict, she had now attempted to reject 
both her mother (her homosexual partners) and 
father (her impotent or “emasculated” men friends). 

At this time, she began to be distressed by intense 
sexual urges which manifested themselves in a tem- 
porary return of polyuria, and she was much given to 
solitary masturbation in which the accompanying 
fantasy would be of sexual intercourse with a virile, 
masculine appearing man (still a number of years her 
senior) who would more or less forcibly ravish her. 
Also of interest is the fact that at this time she was 
extremely caustic and critical of her analyst and petu- 
lant about the fact that she seemed unable to discover 
any male friends who met her aspirations, either physi- 
cal or mental. 

In this period of her analysis she had an enlighten- 
ing (to her) dream of wrestling savagely with a Negro. 
In the dream both she and the man were clothed, but 
gradually through force of strength he tore off her 
clothes and then divested himself. He started to pene- 
trate her with his penis which seemed huge and black 
to her, and as he achieved full penetration she expe- 
rienced orgasm and awoke. She was sweating, trem- 
bling, panting, and her heart was pounding. As she 
spoke of this dream the next day in her analytic session, 
she started to perspire, felt alternately hot and cold, 
her legs and arms were restless, and she rocked from 
side to side on the couch, squeezing her thighs together 
until she achieved orgasm. Then, highly embarrassed, 
she hurriedly got up from the couch and left the office 
without a word, although only 30 of her allotted 50 
minutes had passed. 

The following day on entering the office, she 
seemed ill at ease and rather flushed at first until she 
gradually started to talk about the dream. As she asso- 
ciated to the dream, her discomfort gradually disap- 
peared. She was able to recall going through such 
physical activity when she was first introduced to 
masturbation by a girl in her boarding school. She 
recalled masturbating alone after this and fantasying 
being forcibly overcome and raped by various mascu- 
line figures, all of whom seemed to be older than she 
and whose features were never sufficiently distinct to 
permit identification. Having heard from school friends 
of the comparative largeness of the penis of Ne- 
groes she associated this with the one time she had seen 
the dark penis of her father. It could be seen that 
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she had interwoven the wish for a penis with the fear 
of attack and attributed to sexual intimacy an evil, sin- 
ful, or “black” connotation. Therefore, out of fear of 
rape, yet combined with sexual wishes, she fused the 
sexual wish for her father (the austere, severe man) 
with the denial of it by making it evil, sinful, or black 
(the Negro). 

The patient’s sexual adjustment was disturbed 
because of her basic competitiveness with men. She 
used her sexual promiscuity as a weapon with which 
to attack men and prove her superiority. From early 
and unconscious levels she viewed sexual intercourse 
as a violent and abusive act, and in order to satisfy her 
urge to dominate she selected partners who ranged 
from homosexuals to men of diminished or complete 
impotence. This was shown particularly in her short- 
lived marriage to an individual who was basically 
narcissistic and, from a certain point on, almost in- 
variably impotent. Her obsession with fellatio at this 
time, and in other relationships, was directly related to 
her strong penis-envy wherein she would appropriate a 
penis for herself by means of orally incorporating it. 
In these instances she would struggle with the fantasy 
of biting it, which served to show the cannibalistic 
urge to destroy by incorporation, and then having it 
become the part of herself, something which had been 
denied her because she was a female. 

This conflict was in turn related to her aggressive- 
ness. It could be seen in an early phase of her analysis 
that her aggressiveness was rooted in the hostility she 
felt toward her undemonstrative father and to her 
casually demonstrative mother. From the earliest pe- 
riods of her development she was never sure where she 
stood in relation to them; this insecurity was abetted 
by her being transferred to the ministrations of a 
nursemaid when she was young and later to a gov- 
erness. Neither of these attendants was interested in 
the child in a way that would afford her some emotional 
appeasement. As a result, she felt intense conflict and 
frustration which engendered much_ hostility within 
her. 

Because the family situation was one in which 
outbursts of feeling or other emotional releases were 
taboo, she was forced to conceal this hostility and, ac- 
cordingly, developed a protective inhibition of aggres- 
sion; hence, the form and manner in which her 
aggressiveness was outwardly displayed might not seem 
to indicate the strong unconscious undercurrent of 
hostility to which she was subject. 

Provided as she was by the type of family manners 
consonant with her home and augmented by the train- 
ing of an elite boarding school and junior college, it 
would be hard to detect any underlying viciousness in 
her character structure as far as the average viewer 
would be concerned. It became definitely and rapidly 
evident in the analytic situation, however, when the 
inhibitory protection against aggressiveness was _ re- 
leased. At times during analysis she would rail and 
curse against men, masculine prerogatives, and social 
injustices to women, and during these complaints she 
would viciously “spit out” her words. At many times, 
particularly in the first year of analysis, the target for 
her tirades was the analyst, particularly when certain 
basic sensitive areas were broached. 

It must be recalled that she had married at 19 
years of age and had been divorced 7 months later. 
She had a small but sufficient income from her family’s 
estate, which probably aided and abetted her entering 
into marriage with a man whose income was seasonal, 
inasmuch as he too was in the theatrical profession. 
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It was after her marriage that she embarked upon 
a stage career. Because of her lack of adequate train- 
ing her hopes of becoming a dramatic actress could not 
be realized, and her money could not achieve such a 
goal. Accordingly, she was enticed into burlesque by 
the fact that she did have an excellent figure and a 
most attractive face. When she reached the age of 21, 
her previous monthly income from a trust fund was 
quadrupled. This made it possible to invite the atten- 
tion of theatrical agents who promoted her career in 
burlesque, where she developed singularly we 
planned strip-tease act. Having funds to depend on 
other than the income from her act, she was able to 
promote her publicity to the point of national renown. 

In her relations with booking agents and other 
theatrical personnel she could vent her hostility ; this 
she did by means of temperamental attacks. There 
were very few agents she did not succeed in dominat- 
ing, not through her financial strength but by pure 
force of aggressive browbeating. A cold and haughty 
manner toward men seemed to elevate her in their 
esteem; and when they fumblingly made overtures to 
her, she rapidly “cut them down to size.” To a certain 
degree, this behavior was carried over toward women, 
particularly those whom she felt she had cause to dis- 
like, such as socially prominent women and masculinely 
aggressive women. With chorus girls and other theatri- 
cal persons who had less to offer than she did, she was 
exceedingly kind and warm in her relationships. 

For a long while in her analysis it was difficult for 
her to accept the permissiveness of the analytic situa- 
tion. For more than 6 months she found it hard to 
accept the psychogenic basis of her physical distress. 
She found it particularly hard to accept the anonymity 
of her analyst, the fact that she could not provoke him 
into any defensive emotional exchange with her, and 
that he was impervious to all her actual charms, endow- 
ments, and accomplishments. It was a_ considerable 
time before she was able to accept her role in the 
analytic situation as simply that of a patient who was in 
psychoanalysis for help. To have to be helped by 
someone, particularly a man, was at first very difficult 
for her. Gradually as she came to see herself, how she 
“acted out,” and how her behavior was rooted in the 
formative years of her life, the patient began to mellow 
and find that living with people could be as enjoyable 
as living with the new person she was becoming. 

This woman had interrupted her stage career as 
her physical complaints intensified. During the course 
of her analysis, she was offered a number of remunera- 
tive engagements which she refused, but not without 
using them as threats to break off her treatment by the 
analyst during the first 6 months and at later turbulent 
periods until about the second year of her analysis. 

At the completion of her analysis she did not re- 
turn to a theatrical career but became a part-time mode! 
and resumed an active social life. She was in the 
process of deciding whether or not she would becom: 
a partner in an exclusive women’s shop with an enter 
prising young woman about her own age when she me! 
a production engineer 2 years her senior. Attracted b) 
his intelligence, his emotional feeling for her, and 
comparable social background, she gradually fell i: 
love with him. Before deciding upon marriage, sli 
returned to the analyst for about a month to determin 
the basis for and the sagacity of her choice. Thre: 
months later their marriage took place, and at the las’ 
report (2 years ago) she was the happily marric:! 
suburbanite mother of a boy and a girl,” 

Rittenhouse Claridge, Rittenhouse Square 
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Diagnosis of acute IN kK ECTION 5 


of the central nervous system 


E. J. RENNOE, D.O. 


Los Angeles, California 


I. THIS ERA oF pencillin, sulfa, and the 
“mycin” drugs, infections of the central nervous sys- 
tem have been reduced to a fraction of their previous 
incidence. The decrease in mortality is especially not- 
able. With this reduced incidence of central nervous 
system infections, we, as physicians, become less acute- 
ly aware of their presence except during epidemics. 
Since most central nervous system infections are treated 
in large communicable disease centers, it is not the 
treatment but rather the diagnosis which | shall discuss 
in this paper. 


Poliomyelitis 

Poliomyelitis, also known as acute anterior polio- 
myelitis, is an acute infectious and communicable dis- 
ease of the central nervous system frequently resulting 

n paralysis. It is caused by a filtrable virus whose 
ental of entry into the body is the mouth or intestine. 
The onset of the disease is acute, although not abrupt, 
with headache, fever, nausea, and, occasionally, emesis 
following the ingestion of food. Mild tonsillitis and/or 
pharyngitis is noted, associated with a temperature of 
99 to 101 F. At this phase there is no stiffness of the 
neck or back, and the illness may terminate in 24 to 
30 hours. In other cases, relapse occurs, associated with 
a mild increase of the symptoms mentioned. Hyper- 
sensitivity becomes evident ; for example, the complaint 
is made that stroking of the skin, as in bathing, is irri- 
tating. Hyperhidrosis, especially about the head and 
neck, becomes a prominent feature. With the occur- 
rence of the above signs and symptoms, poliomyelitis 
must be a primary consideration, particularly during an 
epidemic. 

It is of interest to note that approximately half the 
patients who develop stiffness of the neck or back 
eventually develop paralysis of some degree. Although 
muscle pain and spasm are not constant early features, 
a stiff neck and/or back usually develops. Kernig’s 
sign is positive, and nuchal rigidity or definite resist- 
ance to flexion of the neck is encountered. There is 
inability to touch the knee to the nose in the supine 
position, and often in children there is a curious weak- 
ness of the sternomastoid muscles so that the head flops 
helplessly when the shoulders are elevated. In the sit- 
ting position, which must be gained with aid of the 
arms from the supine position, it is noticed that the 
legs must be flexed at the knee and that the patient 
supports his stiff back with his arms extended behind 
lim in a tripod fashion. Before the onset of paralysis 
‘should it occur) the tendon reflexes are variable, but 
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afterward they are abolished in the involved limbs. 
As a rule, the onset of paralysis is abrupt and maximal ; 
however, in occasional cases there may be recrudescence 
of the fever level, each rise being accompanied by paraly- 
sis of new groups of muscles. Strangely, after severe 
paralysis of the lower extremities, the patient becomes 
markedly constipated, and there may “ retention of 
urine for a brief period (2 to 3 days). Paralysis may 
be of any degree, varying from weakness to complete 
flaccid paralysis, as well as of any extent, involving one 
or more muscles of the trunk or upper or lower ex- 
tremities ; thus there may be hemiplegia, paraplegia, or 
monoplegia in the spinal variety. 

In the bulbar variety there may be paralysis of one 
or more cranial nerves, and the patient must be watched 
closely for signs of respiratory distress ; observation of 
the vital capacity gives the best index for need of 
respirator placement. There may be combined spinal 
and bulbar involvement and less frequently encephalitic, 
cerebellar (ataxic), or meningitic forms. 

The spinal fluid may or may not be under in- 
creased pressure, but usually there is an increase of 
leukocytes, the count ranging from 10 to 500 per cu. 
mm. Early in the disease these are of the polymorpho- 
nuclear variety, and the protein is slightly elevated. 
After approximately 1 week, lymphocytes predominate, 
and the protein may soar to 150 mg. per 100 ce. In 
exceptional cases there may be absence of cells asso- 
ciated with a mild elevation of protein. Late in the 
course the cell count drops, but there may be a further 
rise of protein preceding a very gradual reduction. The 
sugar and chlorides remain normal throughout the 
course of the disease. The blood count shows mild 
leukocytosis which is mainly polymorphonuclear. 

Infectious or toxic neuronitis, also known as 
radiculoneuritis and Guillain-Barré syndrome, may be 
difficult to distinguish from poliomyelitis in the early 
stages. However, in infectious neuronitis there is 
usually a history of an upper respiratory infection in 
the preceding 2 to 6 weeks and a sudden onset of motor 
and sensory paralysis. There are no symptoms of acute 
infection, and the patient neither looks nor feels ill. 
Typically the cerebrospinal fluid reveals the albumino- 
cytologic dissociation originally described by Gullain- 
Barré ; that is, normal cell count with a total protein of 
80 to 200 mg. or more per 100 cc. Paralysis is more or 
less symmetrical and of the lower motor neuron or 
flaccid variety. Typically, the patient exhibits facial 
diplegia, paralysis being of the peripheral type. The 
paralysis may extend to the brain stem, and in such 
cases the prognosis is almost uniformly unfavorable. 
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However, if the vital centers are spared, complete 
though gradual recovery from paralysis is the rule, 
residual paralysis being uncommon. 


Meningitis 


For the purpose of classification, meningitis may 
be divided into two main types. The first of these, the 
nonsuppurative type, is a meningeal reaction with less 
than 2,000 leukocytes per cu. mm. and with lympho- 
cytes predominating. It includes meningismus and lo- 
calized and serous meningitis. The second main type, 
the suppurative, ‘is further divided into primary and 
secondary forms. The primary form is meningococcal 
meningitis ; secondary meningitis is suppurative menin- 
gitis caused by pus-producing organisms other than the 
meningococcus. These include the streptococcus, staph- 
vlococcus, and pneumococcus. 

Nonsuppurative Meningitis — 

Meningismus is a result of mild inflammation of 
the meninges early in the course of infections, such as 
pneumonia, influenza, otitis media, and sinusitis and 
upper respiratory infections, often before such primary 
conditions can be diagnosed. It is of brief duration, last- 
ing usually 18 to 36 hours, and characterized by a mild 
rise in temperature, severe headache, moderate neck 
pain, stiff neck and/or back, and irritability. Lumbar 
puncture usually reveals marked increase in pressure, a 
leukocyte count of 10 to 50 per cu. mm. with either 
polymorphonuclear cells or lymphocytes predominating. 
Sugar and chloride levels are normal, and total protein 
is normal or slightly increased. A trace of globulin is 
present. There is usually symptomatic relief following 
lumbar puncture. 

Localized meningitis follows acute paranasal sinus- 
itis and middle ear and mastoid infections. A small area 
of the meninges is usually involved after passage of the 
infection through bone by direct extension along the 
blood vessels. Lumbar puncture reveals 20 to several 
hundred leukocytes with polymorphonuclear cells pre- 
dominating. The spinal fluid sugar is normal, and there 
is a slight increase of globulin; however, the total pro- 
tein may range up to 100 mg. per 100 ce.. Organisms 
are infrequently recovered. Neurologic signs, if pres- 
ent, are unilateral. Early recovery is the rule, but 
surgical measures are necessary if an abscess forms 
or if the process does not respond to chemotherapy. 

Serous meningitis embraces lymphocytic chorio- 
meningitis, mumps meningitis, tuberculous meningitis, 
and syphilitic meningitis. The cell count varies from 
50 to 1,500 per cu. mm. with lymphocytes predominat- 
ing. No organisms are usually found, except in the 
occasional case of tuberculus meningitis. 

1. Lymphocytic choriomeningitis, caused by a fil- 
trable virus, is an acute infectious disease characterized 
by inflammation and lymphocytic infiltration of the 
meninges. In the systemic type the temperature ranges 
from 100 to 103 F. Symptoms include malaise, general 
muscular aches and pains, weakness, lethargy, and 
upper respiratory symptoms. Recovery usually occurs 
in approximately 10 days. 

The meningitic form, which is rarely fulminating, 
is characterized by severe headache, neck pain, malaise, 
nausea, and emesis. Although the patient does not ap- 
pear to be especially ill, irrationality may occur. There 
is a slow pulse, nuchal rigidity, and a stiff spine. 
Weight loss and dehydration are common, and there 
is moderate to marked photophobia. Reflex alterations 
may be found in approximately one half of the cases. 
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Although there is no peripheral leukocytosis, on lumbar 
puncture the leukocyte count varies between 50 and 
1,500 with 80 to 95 per cent lymphocytes. The spina! 
fluid pressure may be normal or moderately increased 
The spinal fluid sugar ranges from normal to slightly 
below normal, chloride is normal, and the total protein 
may be increased. General clinical improvement occurs 
within a few days with recovery usually within 2 weeks. 

The differential diagnosis of lymphocytic chorio 
meningitis from tuberculous meningitis may be difficul: 
but, in the latter, a history of exposure to tuberculosi- 
or x-ray evidence of infection suggests the diagnosis 
In poliomyelitis cerebrospinal fluid examination reveal- 
the predominant cell is at first polymorphonuclear, late: 
lymphocytes predominate; sugar and chlorides ar 
normal, and the total protein usually varies from 25 to 
150 mg. per 100 cc. However, the clinical finding. 
and course of the process must be considered for the 
differential diagnosis. 

In mumps meningitis the spinal fluid findings arc 
also similar to those of lymphocytic choriomeningitis. 
but the history of exposure, salivary gland involvement 
and elevated serum diastase serve to establish diagnosis 
Differentiation must also be made from postinfectiou- 
encephalitis but, in the latter, the onset of symptoms 
occurs usually 4 to 12 days after an illness such as 
measles, chicken pox, or German measles. Likewise. 
the spinal fluid findings in herpes zoster simulate those 
of lymphocytic choriomeningitis, but the appearance of 
the herpetiform lesions clinches the diagnosis. 

2. Mumps meningitis is caused by a filtrable virus. 
Central nervous system involvement, when it occurs, 
comes on at the eighth to tenth day and is associated 
with an elevated temperature and meningeal signs. On 
lumbar puncture a milky fluid under moderate to great- 
ly increased pressure is recovered. The leukocyte count 
ranges from 300 to 1,000 per cc. mm.; usually over 85 
per cent are lymphocytic. 

3. Fortunately the tubercular and syphilitic forms 
are relatively rare. In syphilitic meningitis a positive 
serologic test and a first, middle, or third zone colloidal 
gold curve establish the diagnosis. In both tuberculous 
and syphilitic meningitis the spinal fluid cell count ranges 
between 10 and 1,500. Early in tuberculous meningitis 
polymorphonuclear cells may be found, whereas later 
lymphocytes predominate. The total protein is in 
creased, and organisms may be recovered on smear and 
later through cultures. Spinal fluid sugar and chlorides 
are both reduced. In confusing cases, the tryptophan 
test may be of diagnostic value. 

Suppurative Meningitis — 

Meningococcal meningitis, also known as primary) 
meningitis, cerebrospinal fever, spotted fever, and epi- 
demic cerebrospinal meningitis, is an inflammation of 
the meninges due to meningococcus, a gram-negativ. 
diploceccus. Three phases are described : local or naso- 
pharyngeal, septicemic or invasive, and meningeal. 

The local or nasopharyngea! phase is of little con- 
sequence since very few cases are recognized in this 
stage. 

The septicemic or invasive phase is characterized 
by a temperature of 99 to 103 F. which is of the 
“picket fence” variety typical of septicemia. The pa- 
tient appears dull, apathetic, and indifferent and does 
not want to be disturbed. After several days he usually 
lies on his side with the knees drawn up and the head 
and spine extended. Symptoms include muscular aches 
or general body pain and a sense of chilliness, or frank 
chills; delirium or coma may occur. Petechiae are 
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usually present, most frequently on the chest, abdomen, 
and/or extremities. These lesions are due to damage 
to the capillaries by toxins and are reddish blue, tending 
to become darker. They are not of uniform size and 
may undergo gangrenous changes. 

In the meningeal phase which follows in approxi- 
niately 48 hours, there is a fairly acute onset of head- 
ache, vomiting, fever, chills, backache, and stiff neck. 
The headache is severe and throbbing, and the tempera- 
ture usually ranges from 100 to 103 F., or even to 105 
|. Irrationality and delirium may also develop. Con- 
vulsions often introduce this phase in children. The 
superficial as well as the deep tendon reflexes are abol- 
ished, and Brudzinski’s and Kernig’s signs are positive. 
\ positive Babinski toe sign may occasionally be ob- 
tained. The fontanel is depressed in infants who have 
been vomiting and are dehydrated. The pupils are di- 
lated, and strabismus may be encountered. The tem- 
perature is erratic and the respiration is often irregular. 
The blood leukocyte count is between 10,000 and 30,000 
per cu. mm., with 80 to 90 per cent polymorphonuclear ; 
blood cultures yield the meningococcus. The spinal fluid 
is hazy to cloudy, under increased pressure, and con- 
tains from 2,000 to 15,000 cells which are predomi- 
nately polymorphonuclear. The total protein ranges 
from 50 to 500 mg. per 100 ce., and the globulin is 


increased. The sugar is reduced and rapidly falls to 
zero; chlorides are also reduced to 600 to 650 mg. per 
100 cc. In smears of cerebrospinal fluid the menin- 
gococcus may be found both intracellularly and extra- 
cellularly. Several complications may result from sup- 
purative meningitis. Spinal fluid block may occur, 
although it is no longer encountered with frequency. 
Involvement of the cranial nerves may produce, for 
example, strabismus, blindness, and deafness due to 
basilar adhesions. Subdural effusion occurs rather 
commonly in children under the age of 2 years 
but should also be suspected in older ones with serious 
neurologic deficits or when the inflammatory process 
has not resolved completely and promptly. 

Secondary or suppurative meningitis, caused by 
pus-producing organisms other than the meningococcus, 
results from a primary infection in some other part of 
the body, such as the nose, pharynx, sinuses, ears, 
lungs, and joints. The most common organisms in- 
volved are the influenza (Pfeiffer) bacillus, pneumo- 
coccus, staphylococcus, and streptococcus. The signs 
and symptoms are similar to those of meningococcic 
meningitis except that no petechiae develop, and there- 
fore the diagnosis rests with recovery of the offending 
organism from blood cultures and/or smears and cul- 
tures of the spinal fluid. The spinal fluid leukocyte 


: 
: 
TABLE I—SPINAL FLUID FINDINGS 
. Number of Sugar Protein 5 
cells Predominant (mg. per) (m*. per 
: Diagnosis per cu. mm. ; cells 100 ce.) 100 cc.) Organisms : 
Normal 0-5 Lymphocyte 50-80 15-45 None 
Poliomye- PMN early, 
: litis 10-500 then lympho- 50-90 25-150 None : 
cyte 
* Meningismus 10-50 PMN or : 
Ivmphoeyte 50-80 15-45 None 
Localized : 
meningitis 20-500 PMN 50-80 15-100 None rs 
Lymphocytic 
chorio- 
: meningitis 50-1,500 Lymphocyte 50-80 15-200 Virus 
Syphilitic 
: meningitis 10-1,500 Lymphocyte 20-60 50-500 None! 
Tuberculous PMN early, 
meningitis 10-1,500 then lympho- 
: cyte 10-60 50-200 Present $ 
* Mumps menin- 
: gitis 300-1,000 Lymphocyte 50-80 50-200 None : 
Meningo- 
7 coccal men- 5 
ingitis 2,000-15,000 PMN 0-40 50-500 Present 
Secondary 
(suppura- 
: tive) : 
meningitis 2,000-70,000 PMN 10-60 50-500 Present 
Encephalitis : 
. toxic, post- 4 
infectious, 
and_ post- 4 
: vaccinal 15-500 Lymphocyte 60-100 15-75 None : 
: Encephalitis: 
St. Louis 
: and von 
: Economo 50-500 Lymphocyte 80-150 15-75 None : 
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count varies greatly, depending on the type of infection, 
ranging from 2,000 to 70,000 with polymorphonuclear 
cells predominating. Here again subdural effusion may 
occur, especially in the influenzal type. 


Infectious encephalitis 


Infectious encephalitis may be classified as toxic, 
postvaccinal and postinfectious, and epidemic. 

Toxic Encephalitis — 

The toxic form occurs early in the course of acute 
infectious diseases as the result of toxemia and usually 
affects infants and small children. Characteristically 1 
is of short duration and presents a high fever, exag- 
gerated tendon reflexes, hyperirritability or somnolence, 
nuchal rigidity, and, occasionally, irrationality. Cranial 
nerve palsies may be encountered in the exceptional 
case. 

The spinal fluid is found to be under moderately 
increased pressure and contains 15 to 100 leukocytes, 
predominately lymphocytes, per cu. mm. There is an 
increase of globulin and normal sugar. Relief of the 
neurologic symptoms occurs following lumbar puncture, 
and the true clinical picture shortly becomes obvious. 

Postinfectious and Postvaccinal Ence phalitis.— 

Postinfectious encephalitis occurs from 1 to 2 
weeks or more following the onset of such communi- 
cable diseases as measles, scarlet fever, mumps, chicken- 
pox, whooping cough, and typhoid fever. The post- 
vaccinal form occurs following vaccination for small- 
pox, vellow fever, or pertussis. 

Usually in these cases there is an abrupt rise in 
temperature, exaggerated reflexes, irritability or som- 
nolence, slight rigidity of the neck and back, and hyper- 
sensitivity. Kernig’s sign is positive, and convulsions 
may occur, as well as delirium and coma. The spinal 
fluid is under moderately increased pressure, the leuko- 
cyte count ranges between 50 and 500 per cu. mm., 
lymphocytes predominating. The total protein is be- 
tween 15 and 75 mg. per 100 ce. and sugar levels are 
slightly above normal. Personality changes, infrequent 
blinking, a blank expression or vacant stare, deafness, 
or blindness may be sequelae. 

Epidemic Encephalitis. — 

In the epidemic encephalitis group, two main forms 
will be considered: von Economo’s encephalitis and St. 
Louis encephalitis. 

Von Economo’s encephalitis is characterized by an 
insidious onset and influenzalike symptoms. There is 
moderate stiffness of the neck and/or back, temperature 
is 100 to 102 F., and there usually are headache and 
general vague body aches. 


Courtesy in keeping physicians outside the hospital 
informed about their patients is vital to the proper care 
of patients and in keeping good will. The inevitable de- 
lays in communication can be reduced by efficient attention 
to the details of good staff work. 

Patient-physician relations can be and may be com- 
plicated by having students around. But care and thought- 
fulness reduce or avoid such complications. The danger 
of rounds to the patient has only recently become the 
theme of careful study. The greater the formality, the 


216 (24) 


At this point, one of two clinical courses may be 
expected. In the first of these, the lethargic type, the 
patient sleeps throughout the normal waking hours and 
is aroused with difficulty. Inequality of the pupils, 
ptosis, and strabismus may be noticed. Soon generalized 
rigidity, coarse tremors, and shifting spastic paralysis 
appear. The duration of the illness is variable; it may 
last for several weeks to several months. 

In the second or hyperkinetic type, the tem- 
perature is higher and the patient is more excitable. 
Choreiform and athetotic movements make their ap- 
pearance, and skeletal muscle rigidity is noted. Blood 
changes are not appreciable in the acute phase. In 
both varieties the spinal fluid is under a= mod- 
erate increase of pressure; globulin is present, the 
cell count ranges from 50 to 500 per cu. mm., and the 
sugar level is from 80 to 150 mg. per 100 cc. Mental 
dulling and the Parkinson’s syndrome occur frequenily 
as sequelae; some patients remain chronic invalids, and 
in some a frank psychosis may develop. 

St. Louis encephalitis is characterized by an acute 
onset, temperature of 102 to 105 F°., nausea and emesis, 
headache, dizziness, and nuchal rigidity ; in some cases 
there is lethargy, dysarthria, confusion, and intention 
tremors, while in others there is irritability or irration- 
ality. Paralysis, if present, is of the spastic variety, and 
deep tendon reflexes are exaggerated. Signs of clinical 
improvement are usually noticed in approximately 10 
days, and the fever abates. Spinal fluid examination 
reveals increased pressure; the leukocyte count is be- 
tween 50 and 500 with lymphocytes predominant ; 
globulin is present, and sugar is normal or increased. 
Bacteria are not present. 


Spinal fluid findings 


In conclusion, since the differential diagnosis of 
infections of the central nervous system often depends 
upon spinal fluid findings, these findings are sum- 
marized in Table I. 

1100 N. Mission Road 
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Neurologic examination. Paul B. Hoeber, New 


Neurology. Ed, 2. Wil- 
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Teamwork 


longer the retinue, the better for the professor’s ego and 
the worse for the average patient. Bedside teaching 
should be restricted to history taking, examination, and 
demonstration. The discussion, which may become an 
in vivo autopsy, should be done out of the sight and 
hearing of the patient—at least until experience and 
maturity develop the proper respect for the patient in 
all members of the group.—William B. Bean, M.D., 
Journal of the Student American Medical Association, 
June 1956. 
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NEW! RAICHE 


INCONTINENCE 


RAICHE INCONTINENCE DRAIN 
External Balloon Funnel 
External Balloon 

Bladder Balloon Funnel 
Bladder or Internal Balloon 
Hard Rubber Outlet Connector 
Hard Rubber Cap 


for female incontinence 


tion of urine. Particularly adaptable 
for use by the non-ambulatory pa- 
tient — especially helpful to spastics, 
paraplegics and hemiplegiacs. 


The Raiche Drain is indwelling —with 
inflating balloons to assure internal 
and external seal of the female urethra 
—at the same time provide for excre- 


How the Raiche Drain functions 


e Drain is inserted through the urethra until the ex- 
ternal (B) balloon is in contact with the external 
meatus. See diagram. 

@ Bladder balloon (D) inflates with approximately 20 
c.c. of air or water. Catheter plug, to close off funnel, 
(C) is included. 

e Bladder balloon is “seated” over internal urethral 
orifice by traction applied on the drain. 

e External balloon is inflated with enough air to insure 
a seal over the external meatus. Funnel is sealed with 
plug or tied off. (A) 

e Can be used for intermittent drainage or assembled 
to urinal reservoir for constant drainage. 
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*This is a professional 
appliance, and should be 
used only under the di- 
rection and instruction 
of a physician. 


No. 9235 — Raiche 
Incontinence Drain, 
size, 20 French — 
Available from 
your surgical sup- 
ply dealer. Complete 
instructions packed 
with each Drain. 


DAVOL® RUBBER COMPANY 
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“clinical response 
good or excellent” 


In one recent study, 18 patients with acute follicular tonsillitis and septic sore throat, 
were given erythromycin. Infecting organism was Str. pyogenes. The investigator 
stated, “In all 18, the clinical response could be regarded as either good 

or excellent.” 


This, of course, is only one of many reports showing the effectiveness of 
ERYTHROCIN against coccic infections. You'll get the same good results 
(nearly 100% in common, bacterial respiratory infections) when your 
prescription reads Filmtab ErYTHROCIN Stearate. 


“toxicity lower 
in erythromycin-treated 
patients”’ 


After a study of 208 patients treated with erythromycin (78), procaine 
penicillin (78) and a placebo (52), the investigator stated: ‘. . . the incidence of 
toxicity (compared to procaine penicillin) was significantly lower in the 
erythromycin-treated patients.” 


Actually, ERYTHROCIN stands on a remarkable record of safety. After four years, 
there’s not a single report of a severe or fatal reaction attributable to 
erythromycin. Also, allergic reactions rarely occur. Filmtab ERYTHROCIN Stearate 
(100 and 250 mg.), is available in bottles of 25 and 100, at all pharmacies. 


Abbott 


® Filmtab—Film sealed tablets, Abbott; pat. 
applied for. 

1. Herrell, W. E., Erythromycin, Antibiotics 
Monographs, No. 1, p. 29, New York, Med- 


| 
fil ical Encyclopedia, Inc., 1955. 


Idem p. 30. 
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more effective than one 
or two pints of tap water 
or salt solution 


FLEET‘ ENENA 
Disposable Unit 


“Squeeze bottle” sized for easy one hand adminis- 
tration . . . distinctive rubber diaphragm controls 
flow, prevents leakage . . . correct length of rectal 
tube minimizes injury hazard ...each unit con- 
tains, per 100 c.c., 16 gm. sodium biphosphate and 
6 gm. sodium phosphate . . . an enema solution of 
Phospho-Soda (Fleet)... gentle, prompt, thorough 
... and less irritating than soap suds enemas. 


Established 1869 
B. FLEET Co., INC. LYNCHBURG, VIRGINIA 
Makers of Phospho ® Soda (Fleet), a modern laxative of choice. 
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Wilkins, R. W.: Missis- 
sippi Doctor 30:359, 1953 


kins, R. W., and 
dson, W. E.: New 
England Jrl. of Medicine 


48:48, 1953 


Duggan, Garfield G.: 
Philadelphia Medicine 
51:24, 1956 
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many more patients tolerate* 


L 


Reserpine—0.1 mg. Protoveratrines A & B—0.4 mg. 


contained in each apple green, scored tablet 


SUBJECTIVE improvement is prompt and 
marked. Patients say they feel better. 
DISTU such as head- 
ache, dizziness, tinnitus, disappear rapidly. 
he CHARACTERISTIC EFFECT o 

Protoveratrines A & B is enhanced by com- 
bining with reserpine, reducing the dosage 
requirements. 

PATIENTS who are receiving reserpine re- 
spond more favorably to veratrum alkaloids. 


*Many more patients tolerate the two drugs 
ce 


5 
With ddsage betow usual limits of tolerance. 


ABORATO RI €E §S 


SINCE 1872—HENRY K. WAMPOLE & CO., INCORPORATED 
440 FAIRMOUNT AVENUE, PHILADELPHIA 23, PENNSYLVANIA 
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fastest relief of | 


the acute attack 


is octyl nitrite 
(1% ) in aerosol solution; deliv- 
ered by metered-dosage nebulization, 
using the lungs as portal of entry, it 
assures fastest relief and prolonged 
effect; it is free from disagreeable, 
irritating odor, and less apt to pro- 
duce side actions than are nitrogly- 
cerin and amy] nitrite. 


To be used only with the MEDI- 
HALER® ORAL ADAPTER made of un- 
breakable plastic with no moving 
parts. Medication and Adapter fit 
into pocket-size plastic carrying case. 
One or two inhalations provide prompt 
relief of an attack of angina pectoris. 


MEDIHALER...The New Measured-Dose Principle of Nebulization 


and for definitive therapy... 


fewer and fewer attacks ® 
of less and less intensity en OXY (0) N 
Long-acting tablets containing pentaery- : 

thritol tetranitrate (PETN) 10 mg. and < 
Rauwiloid® (alseroxylon) 1 mg. reduce the 

incidence and intensity of attacks and 

lead to objective improvement demon- Rik 
strable by ECG. Dosage: one or two / er 
tablets q.i.d., before meals and on retiring 


LOS ANGELES 
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Vou. 


Protein Previews 


in Meal Planning 


for the 


DIABETIC 


With the use of Food Exchange Lists” 


y delicious Knox. ecipes 


Newest Knox Brochure 
Aids Dietary Management of Diabetics 


Although more than 50% of diabetics can be managed 
with proper diet, continued success is dependent 
upon proper motivation of patients. Determination to 
abide by dietary restrictions is also important for the 
diabetic being managed with insulin. 

The new Knox booklet ‘New Variety in Meal 
Planning” has been prepared to help the physician 
enlist the patient’s enthusiasm for dietary measures 
and to help maintain this enthusiasm. It explains the 
importance of diet to the diabetic, shows him how to 
use the newest dietary advance—Food Exchange 
Lists'\—and then describes how to provide tasty 
variety with 14 pages of tested, diabetic recipes. 

‘‘New Variety in Meal Planning” makes no attempt 
to prescribe a system of treatment. It shows how the 
recipes described may be used to good advantage in 
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practically any system of diabetic management. If you 
would like a supply for your practice, use coupon 
below. 


commutees of The 


1. Developed by the U. S. Public Health Service assisted b 
The Ameri ietetic A 


American Diabetic Association, Inc. and e 


Knox Gelatine Company 
Professional Service Department JO-23 
Johnstown, N. Y. 


Please send me copies of the new Knox diabetic 
brochure describing the use of Food Exchange Lists. 


YOUR NAME AND ADDRESS 
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oo often treatment fails to cure 

trichomoniasis because 

HOW parasites survive and set up new foci 
DAVIS of infection. 


TECHNIQUE Now you can overcome this problem 
with Vacisec® liquid and jelly, using 


EXPLODES the Davis technique.t Vacisec liquid 


dissolves mucinous materials, penetrates 
HIDDEN thoroughly, and quickly reaches and 
explodes the hidden trichomonads. 


TRICHOMONADS 


Proved highly effective. Vacisec 
liquid (originally “Carlendacide”) is 
the formula developed by Dr. Carl 
Henry Davis, noted gynecologist and 
author, and C. G. Grand, research 
physiologist.1 Clinical data show better 
than 90 per cent success with Vacisec 
liquid in the treatment of vaginal 
trichomoniasis.” 


Overwhelmingly powerful. Vacisec 
liquid explodes trichomonads within 
15 seconds after douche contact!® One 
chelating agent and two surface-acting 
agents, combined in balanced blend, 
attack the parasite to weaken the cell 
membrane, to remove waxes and lipids, 
and to denature the protein. With its 


cell wall destroyed, the trichomonad im- 
bibes water, swells and explodes. 


The Davis technique. Vacisec liquid, 
as a vaginal scrub, is used in the office 
therapy. Vacisec liquid and jelly are 
prescribed for home use. 


Prevent re-infection. Many wives 
become re-infected because husbands 
harbor trichomonads.? To prevent re- 
infection, prescribe the protection 
afforded by Schmid prophylactics. When 
a rubber is preferred, prescribe the su- 
perior RAMSES® prophylactic, trans- 
parent and tissue-thin, yet strong. If 
there is anxiety that rubber might dull 
sensation, prescribe XXXX (rourex)® 
skins, of natural animal membrane, pre- 
moistened. At all drug stores. 
References: 1. Davis, C. H., and Grand, C. G.: 
Am. J. Obst. & Gynec. 68:559 (Aug.) 1954. 
2. Davis, C. H.: West. J. Surg. 63:53, (Feb. 


) 
1955. 38. Davis, C. H.: J.A.M.A. 157:126 
(Jan. 8) 1955. 


+Pat. App. for. 


VAGISEC, XXXX (FOUREX) and RAMSES are registered 
trade-marks of Julius Schmid, Inc. 


JULIUS SCHMID, INc. 
Gynecological Division 
423 West 55 Street, New York 19, N. Y. 


NEW SERIES 


FIT 
PROJECTOR 


2x2 FILM SLIDES 


For Reference and Teaching 


8-5A SKULL AND BRAIN—The Normal 
and Abnormal Cerebral Arteriogram (50 
slides) 


8-5B SKULL AND BRAIN—The Abnormal 
Cerebral Arteriogram, Vascular Malforma- 
tions and Tumors (53 slides). 


Temple Univ. Hospital, Philadelphia, Pa. 
John F. Mokrohisky, M.D. 
Robert E. Paul, M.D. 


8-3A PEDIATRIC RADIOLOGY—The Nor- 
mal Variants and Congenital Anomalies of 
Bone (56 Slides). 


Children’s Hospital of Philadelphia 
John W. Hope, M.D. 
A. Edward O’Hara, M.D. 
Price per Series $15 Delivered—Order today. 


Write for sample key sheets and descriptive folder listing our Collec- 
tion Series. 


-MICRO X-RAY RECORDER, INC. 


3755 W. LAWRENCE AVENUE © CHICAGO 25, ILLINOIS 


Organize... Modernize 
Your Office Records! 


\ 


The Daily Log record keeping system serves as 
“business manager” for tens of thousands of 
doctors all over America. This one complete. 
efficient system meets the specific, detailed re- 
quirements of your practice ... yet it is sur- 
prisingly adaptable and easy to use. No book- 
keeping knowledge required. The Daily Log 
welcomes comparison with any other system— 
for ease, effectiveness, and attractive design. 


DAILY LOG $7.25. One 36 line page a day. 


DAILY LOG $12.50. Two facing 36 line pages a day. 
two volumes. 


Order Direct or Write for Complete Information 


COLWELL PUBLISHING COMPANY 


265 University Ave. Champaign, Illinois 


Journa A.O.A. 
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enable busy patients 
to take their worst colds in stride 


CORICIDIN* FORTE 


CAPSULES 


to suppress symptoms and buoy up the patient’s spirits 
no matter how severe the cold, clinically proved 
CORICIDIN is reinforced in CORICIDIN Forté Capsules 


¢ with methamphetamine—to counteract torpor and fatigue 
* with vitamin C—for stress and anti-infection support 
¢ with antihistamine—in full therapeutic dosage 


Each CoricipIN® Forté Capsule provides: 


Chlorprophenpyridamine maleate .... 4mg. 
Salicylamide ........... .. 190mg. 
Methamphetamine hydrochloride ... 1.25mg. 


Packaging : bottles of 100 and 1000 capsules. 


*criterion for comprehensive cold control 


CN-J-13106 


| Schering 


CORICIDIN | 
Forté 
CAPSULES | 
| 
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FOR MOST INFECTIONS 


(NOVOBICCIN-PENICILLIN G, MERCK) 


THE ANTIBIOTIC PRODUCT 
MOST LIKELY TO 


COMPARE THESE ADVANTAGES: 


1. Proved effectiveness in the largest num- 
ber of clinically important infections in- 
cluding those caused by antibiotic-resistant 
staphylococci and proteus. 


2. Therapeutic, dactericidal blood levels are 
promptly achieved. 


3. Exceptionally well tolerated; patient sen- 
sitivity reactions are rare at recommended 
dosage. 


4. No yeast or fungal super-infections nor 
any antibiotic-induced enteritis, vaginitis or 
proctitis have been reported following 
CAaTHOCILLIN. 


5. Noproblems of cross-resistance have been 
encountered with CaTHOCILLIN. 


6. The normal intestinal flora is not dis- 
turbed by CaTHocILLIn. 
DOSAGE: for adults—two capsules q.i.d.; for chitdren 


under 100 |bs.—dosage in proportion to weight (e.g. one 
capsule q.i.d. for a child weighing 50 lbs.). 


BE EFFECTIVE 


CONSIDER CATHOCILLIN FIRST 


—for these clinically important infec- 
tions: tonsillitis; pharyngitis; pneumonia; 
otitis media; cervical lymphadenitis; 
streptococcal sore throat; infected tooth 
sockets; Vincent’s infection; acne and 
superficial skin infections; impetigo; 
boils, furuncles and carbuncles; lung ab- 
scess; bronchitis; mastitis; osteomyelitis; 
wound infections; postoperative wound 
infections and infected lacerations; sta- 
phylococcalenteritis,staphylococcal diar- 
rhea of the newborn; peritonitis (caused 
by susceptible organisms); pelvic in- 
flammatory disease; gonorrhea; gono- 
coccal arthritis; urethritis; scarlet fever; 
erysipelas. 

SUPPLIED: Blue and white capsules of ‘CaATHOCILLIN’ 
—each containing 125 mg. of ‘CatHomycin’ (as 


Sodium Novobiocin, Merck) and 75 mg. (125,000 
units) Potassium Penicillin G; bottles of 16. 


In one prescription the one antibiotic product most likely to be effective 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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How CARNATION INSTANT 
provides new dietary advantages not possible 
with other forms of nonfat milk 


Because Carnation Instant is a new crystal than supplied by bottled nonfat milk. The 
form of nonfat dry milk, the physician may newcrystal form may also be added to whole 
specify a greater ratio of milk solidstowater milk to increase its nutritive content. 


WHEN LIQUIDS ARE RESTRICTED, 
the physician may specify an addi- 
tional heaping tablespoon of Carna- 
tion crystals per glass (or 14 cup addi- 
tional crystals per quart.) This “self- 
enrichment” provides a 25% increase 
in protein, calcium and B-vitamins 
with no increase in liquid bulk. 


25% “self-enriched” Carnation 
Instant also provides a more familiar 
heavier texture and richer flavor, 
well-liked by patients who are 
accustomed to drinking whole milk. 


Other advantages 
of the Carnation exclusive 
Crystal Form 


New INSTANT 


/ 


WHEN PROTEIN NEEDS ARE HIGH, 


the physician may recommend the ad- 
dition of 114 cups Carnation crystals 
to each quart of whole milk. This dou- 
bles the protein, calcium and B-vita- 
min content. 


The use of Carnation Instant in 
whole milk is of value for children 
who are in a temporary phase 
of “milk resistance”’...and is also 
useful in increasing the protein 
in convalescent diet without 
increasing bulk. 


Fresh milk flavor, delicious for drinking. 
Mixes instantly in ice-cold water. 

Does not cake or harden in the package. 
No special recipes needed. 

Economical, available everywhere. 


Journay A.O.A. 
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SENOKOT, the large bowel neuroper- 


istaltic, has a re-educative effect 


that affords gradual reduction in 


dosage and eventual discontinuance 


of medication. Unlike bulks, 
detergents or harsh cathartics, 


SENOKOT acts through neuromuscular 


resensitization of Auerbach’s 


plexus—evacuating soft, well formed 


stools, and rehabilitating the 
constipated, languid bowel. 
The effectiveness of SENOKOT is 


documented by a body of clinical and 


laboratory evaluations which constitutes 


the fastest growing bibliography in the 


field of constipation. Copies of this 
bibliography are available on request. 


DOSAGE: Average starting dosage for 
adults is one level teaspoonful of the granules 
(or two tablets), preferably at bedtime. 
Dosage may be increased or decreased 
to meet the patient’s specific needs. 


TABLETS OF SENOKOT: Small and 
easy to swallow, in bottles of 100. 

GRANULES OF SENOKOT: Cocoa-flavored, 
in 8 and 4 ounce containers. 


Rehabilitate 
the languid bowel 


BRAND OF STANDARDIZEO CONCENTRATED ACTIVE PRINCIPLES OF CASSIA ACUTIFOLIA PODS 


Company DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 135 CHRISTOPHER ST.,NEW YORK 14, N.¥ 
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Stimson & Hodes— 


Manual of the Common Contagious Diseases 
By PHILIP MOEN STIMSON, A.B., M.D. 


Professor of Clinical Pediatrics, Cornell University 
Medical College, New York City 


and HORACE LOUIS HODES, A.B., M.D. 


Clinical Professor of Pediatrics, College of Physicians and Surgeons 
Columbia University, New York City 


New 5th Edition 


The many highly recommended features that estab- 
lish this compact manual as one of the finest contri- 
butions to the field of communicable diseases center 
around its clear guidance on diagnosis and differen- 
tial diagnosis, special isolation technics, length of 
contagion period and detailed treatment. Stripped 
of all non-essentials, this popular text has long been 
noted for its clarity, readability, authenticity and 
integrity. The well-organized data make it a clinical 
guide of unusual value for practitioners, specialists 
in children’s diseases, school and industrial physi- 
cians, interns, medical students and nurses. 


Washington Square 


New Sth Edition. 624 Pages, 84 Illustrations and 
10 Plates, 8 in Color. 16 Tables. Flexible Binding. $8.50 


A highlight of this edition is the new editorial a-so- 
ciation with Dr. Stimson, of Dr. Horace L. Hoies, 
whose wide experience in this field augments ihiat 
of the senior author. This broader approach to com- 
municable diseases includes added emphasis on 
treatment, the many advances in bacteriology and 
virology, a new chapter on antibiotics and a re- 
written and virtually new chapter on poliomyelitis. 
Many other subjects have had extensive revision and 
a table on vaccines and two on antibiotics have 
been added to the many that supplement numerous 
illustrations and charts. 


Philadelphia 6, Pa. 


in cardiovascular disease... 


guards the vulnerable areas 


cardiovascular adjuvant with Reserpine and Quercetin 


* Quercetin corrects capillary fault...is superior to rutin in decreasing capillary 


permeability and fragility. 


* Ascorbic acid aids tissue repair. 


* Aminophylline provides mild CNS stimulation, supports cardiac muscle, promotes 


diuresis and dilates coronary arteries and bronchi. 


* Reserpine furnishes gentle, sustained hypotensive and tranquilizing effects. 


Combined—for superior, multivalent therapeutic benefits 


RUTAMINAL-R Q 


Each tablet contains: 


Aminophylline. . . . . 100 mg. 
Quercetin ...... 15 mg. 
Ascorbic Acid... . . 25 mg. 
Reserpine ...... 50 meg. 


Suggested Dosage: One tablet 
q.i.d. Bottles of 100 and 1000 
tablets. 


1S THE 
OF SCHENLEY LABORATORIES, INC., FOR ITS 
BRAND OF A CARDIOVASCULAR ADJUVANT. 


» Useful wherever one of the components is indicated, and more effective overall 


than the single drugs alone. 


Schenley Laboratories, Inc + New York 1, N. Y. /Schenfabs 


Journa A.O..A. 
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every blood-building factor 


your anemic patient may 


need...in just one ROETINIC 


capsule daily “37 yj 


for all treatable anemias: 

each ROETINIC capsule contains 
therapeutic amounts of all known 
hemapoietic factors. 


Each ROETINIC capsule contains: 


Intrinsic Factor-Vitamin 
Bi2 Concentrate . . . 10U.S.P. Oral Unit 


Ferrous Sulfate, Exsiccated . . . . 400mg. 
Ascomic Acid () . 100 mg. 
Molybdenum Oxide (as the Trioxide) . . 1.5 mg. 
Cobalt (as the Gluconate) . . . . . 0.5 mg. 
Copper (as the Gluconate). . . . . . O.5Smg. 
Manganese (as the Gluconate). . . . . 0.5 mg. 
Zinc (as the Gluconate) . . . . ... 


Need more than a hematinic? HEPTUNA® PLUS 
provides hemapoietic factors plus vitamins A and 
D, the entire B complex and 10 important minerals. 
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ANNOUNCING 


S.K.F.’s Duentric}-coated tablets make possible— 


for the first time— 


high, long-term dosage of ASPIRIN 
without gastric upset 


Indicated wherever high doses of aspirin are needed or wherever gastric dis- 
comfort makes therapy with ordinary aspirin tablets impractical —particularly 
in rheumatic disease. 


Available: ‘Ecotrin’ (‘Duentric’-coated) tablets, 5 gr., in bottles of 100. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. + Trademark 
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Conventions 
meetings 


Announcements 


American Osteopathic Associa- 
tion, Sixty-First Annual Conven- 
tion, Hotels Adolphus, Baker, and 
Statler, Dallas, Texas, July 15-19. 
Program Chairman, Neil R. Kitch- 
on, 18820 Woodward Ave., Detroit. 


American College of Osteopathic Obste- 

tricians and Gynecologists, annual meet- 
ing, Bellevue-Stratford Hotel, Phila- 
delphia, February 18-20. 
Chairman, P. J. MacGregor, Jr., 
J. M. S. Bldg., South Bend 1, Ree 
Secretary, Harold K. Morgan, Lake- 
wood Polyclinic, 7575 W. 14th Ave., 
Denver 15. 

American Osteopathic Society of Proc- 
tology, annual meeting, Hotel Statler, 
Detroit, April 3-5. Program Chairman, 
John A. Brandon, 1814 Oberlin Ave., 
Lorain, Ohio. Secretary, Carl S. Still- 
man, Jr., 3523 Fifth Ave. San Diego 
3, Calif. . 

Arizona, annual meeting, Wigwam Ho- 
tel, Litchfie.d Park, April 25-28. Pro- 


High concentration 


Topical Salicylate Therapy 
for safer, more effective 
relief of rheumatic pain 


@ Topical salicylate therapy is being 
rediscovered as perhaps the safest, most 
effective remedy for aching joints and 
muscles. 

Increased percutaneous absorption of 
salicylate, with enhanced blood flow 
through the affected tissue is provided 
by BAUME BENGUE, offering up to 2.5 
times more methyl salicylate (19.7% ) 
and menthol (14.4% ) than other topi- 
cal salicylate preparations. In arthritis, 
myositis, bursitis and arthralgia, BAUME 
BENGUE induces deep, active hyperemia 
and local analgesia. 


Lange and Weiner suggest the term 
“hyperkinemics” to describe prepara- 
tions such as BAUME BENGUE which 
produce blood flow through a tissue 
area. They point out that hyperkinemic 
effect, as measured by thermoneedles, 
may extend to a depth of 2.5 cm. below 
the surface of the skin.(J. Invest. Der- 
mat. /2:263, May, 1949.) 
Two strengths: regular and children’s. 
TuHos. LEEMING & Co., INC. 
155 E. 44th Street, New York 17, N.Y. 


Menthol-induced hyperemia plus high local concentration of 
salicylate has been rediscovered as one of the most promptly 
effective remedies for rheumatoid discomfort due to exposure. 


High concentration topical salicylate-mentho! therapy (BAUME BENGUE) offers 
safe, penetrating relief of painful joints and muscles caused by overexertion. 


gram Chairman, R. D. Bennett, 115 W. 
First St., Mesa. Secretary, Homer E. 
Allhouse, 2243 N. i2th St., Phoenix 22. 
California, annual meeting, Hotel del 
Coronado, Coronado, May 15-19. Ex- 
ecutive Secretary, Mr. Thomas 


Schumacher, 1298 Wilshire Blvd., Los | 


Angeles 17. 

Colorado, Rocky Mountain Conference, 
Broadmoor Hotel, Colorado Springs, 
November 16-18. Program Chairman, 
A. E. Nichols, 1001 Joliet St., Aurora 
8 Secretary, C. Robert Starks, 1459 
Ogden St., Denver 18. 

Georgia, annual meeting, King and Prince 
Hotel, St. Simons, May 9-11. Program 
Chairman, Walter B. Elliott, Jr., 702 
Mortgage Guarantee Bldg., Atlanta 3. 
Secretary, Ruth McNeff Glass, 1432 
Donnelly Ave., S.W., Atlanta 10. 

Illinois, annual meeting, Palmer House, 
Chicago, April 26-28. Program Chair- 
man, S. V. Robuck, 25 E. Washington 
St., Chicago 2. Executive Secretary, 
Mr. D. O. Durkin, Rm. 521, 53 W. 
Jackson Blvd., Chicago 4. 

Indiana, annual meeting, Marott Hotel, 
Indianapolis, May 19-21. Program 
Cochairmen, Paul van B. may 1500 
\. Delaware St., Indianapolis 2, and 
H. E. Rinne, 519-20 Merchants Bank 
lsidg., Indianapolis 4. Secretary, Ara- 

elle B. Wolf, 4840 N. Michigan Rd., 
Indianapolis 8. 

lowa, annual meeting, Savory Hotel, Des 

\foines, May 27-28. Program Chair- 


Baume 
Bengué 


ANALGESIQUE 


man, R. S. Farran, Badgerow Bldg., Franklin St., Newton 58. Secretary, 
Sioux City 9. Secretary, Mr. Herman Mrs. Gladys M. Stockdale, 524 Cali- 


W. Walter, 200 Walnut Bldg., Des fornia St., Newtonville 60. 


Moines 9. Michigan, annual meeting, Grand Rapids, 
Kansas, annual meeting, Town House, September 30-October 2. Program 
Kansas City, May 4-8. Program Chair- Chairman, Harold W. Laidlaw, McCoy- 
man, V. R. Cade, Cade Clinic Bldg., Laidlaw Clinic, Bad Axe. Secretary, P. 
816-18 Broadway, Larned. Secretary, Ralph Morehouse, 214 S. Superior St., 
Mr. Lloyd L. Hall, 121 E. 8th St., To- Albion. 
peka. Minnesota, annual meeting, Lowry Hotel, 
Maine, midyear meeting, Elmwood Hotel, St. Paul, May 2-4. Program Chair- 
Waterville, December 7-8 Annual man, M. Sidney Hedeen, 1595 Selby 
meeting, Samoset Hotel, Rockland, Ave., St. Paul 4. Secretary, E. R. 
June 27-29. Professional Education Komarek, 301 Granite Exchange Bldg., 


Chairman, Donald P. Miller, Main St., St. Cloud. 


Norridgewock. Secretary, Roswell P. New Jersey, annual meeting, Ritz-Carl- 


Bates, 72 Main St., Orono. ton Hotel, Atlantic City, March 2-3. 
Massachusetts, annual meeting, Somerset Program Chairman, Kirk L. Hilliard, 
Hotel, Boston, January 19-20. Program 850 N. Main St., Pleasantville. Secre- 
Chairman, William A. Seeglitz, 315 tary, Richard F. Leedy, 38 Newton 
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No. 460 
$28.00 


new and superior Direct 
Focusing Headlight from 


WELCH 


ALLYN 


A test of this headlight in your 
own examining room will prove 
how its combination of many 
points of superiority results in 
more satisfactory direct light than 
any you have ever used before. 


@ OUTSTANDING QUALITY OF ILLUMINA- 
TION Light is intense and unusually free 
from filament shadows and other imperfec- 
tions which might confuse diagnosis. 

@ VERY SMALL SPOT Focuses down to a 
spot, 14” in diameter at 6” to 8” for ear, nose 
and eye work. Fully adjustable for con- 
verging, parallel and diverging beams and 
larger spots as desired. 


@ LARGE MAXIMUM SPOT Uniformly covers 
a full 614” at 13” focal length for surface 
work and surgery. 

@ COLOR BALANCED BEAM Preserves essen- 
tial color values for highly accurate diag- 
nostic definition—no bleached or fatty effects. 
@ SURPRISINGLY COOL Finned construction 
and excellent ventilation prevent develop- 
ment of objectionable degree of heat, no 
matter how long used. Shield extension 
prevents contact with lens while focusing. 
@ OTHER FEATURES include an on-off switch 
in the cord to replace the usual cord con- 
nector; a transformer connector to simplify 
cord replacement; unbreakable nylon lens 
mount shield; compact, light weight con- 
struction; comfortable, adjustable head- 
band; shockproof, fixed output transformer. 


ASK YOUR SURGICAL SUPPLY DEALER TO FURNISH YOU WITH A SAMPLE 
@CUMELCH ALLYN DIRECT HEADLIGHT FOR TESTING IN YOUR OWN PRACTICE 


Ave., Woodbury. 

New Mexico, annual meeting, Navajo 
Lodge, Ruidoso, May 16-18. Program 
Chairman, Lory Baker, 400 N. Church 
St., Las Cruces. Secretary, Robert E. 
Smith, 205 N. First, Lovington. 

Northwest Osteopathic Convention, Mult- 
nomah Hotel, Portland, Oregon, June 
17-20. Program Chairman, Russell F. 
Kenaga, 2265 W. Burnside St., Port- 
land 5, Ore. 

Ohio, annual meeting, Neil House Hotel, 
Columbus, May 5-8. Program Chair- 
man, Donald Siehl, 701 Salem Ave., 
Dayton 6. Secretary, Mr. William S. 
Konold, 53 W. Third Ave., Columbus. 

Ontario, annual meeting, Orillia, May 2- 
4. Program Chairman, C. V. Hinsper- 
ger, 806 Canada Bldg., Windsor. Sec- 
retary, A. V. DeJardine, 205 Yonge 
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St., Toronto 1. 

Oregon: See Northwest Osteopathic Con- 
vention. 

Rocky Mountain Conference: See Colo- 
rado. 

South Dakota, annual meeting, Huron, 
June 2-3. Program Chairman, F. A. 
Nutter, Jr., Box 368, Beresford. Sec- 
retary, Earl W. Hewlett, 417 W. 27th 
St., Sioux Falls. 


Tennessee, annual meeting, Graystone 
Hotel, Gatlinburg, April 28-May 1. 
Program Chairman, L. D. Elliston, 707 
S. Main St., Covington. Secretary, J. 
M. Moore, Jr., 200 High St., Trenton. 

Texas, annual meeting, Plaza Hotel, San 
Antonio, May 2-4. Program Chairman, 
Myron S. Magen, 5101 Ross Ave., 
Dallas 6. Secretary, Phil R. Russell, 
512 Bailey St., Ft. Worth 7. 


Washington: See Northwest Osteopathic 
Convention. 

West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, June 2-4. 
Program Chairman, Frank E. Pick, 
4410 McCorkle Ave. S.W., South 
Charleston 3. Secretary, Guy E. Mor- 
ris, 542 Empire Bank Bldg., Clarks- 
burg. 

Wisconsin, annual meeting, Wisconsin 
Hotel, Milwaukee, April 29-May 1, 
Program Chairman, I. J. Ansfield, 1500 
E. Brady St., Milwaukee 2. Secretary, 
Edwin J. Elton, 1518 N. 70th St, 
Wauwatosa 13. 


State and 
national boards 


ARIZONA 

Those interested in professional exami- 
nations should contact Russell Peterson, 
D.O., secretary, Osteopathic Board of 
Registration and Examination in Medi- 
cine and Surgery, 2747 East McDowell 
Road, Phoenix. 

Basic science examinations December 
18 at the University of Arizona, Tucson. 
Applications must be filed 2 weeks prior 
to examination. Address H. D. Rhodes, 
Ph.D., secretary, Basic Science Board, 
University of Arizona, Tucson. 


COLORADO 
Basic science examinations December 
5-6. Applications must be filed by No- 
vember 21. Address Esther B. Starks, 
D.O., secretary, Basic Science Board, 
1459 Ogden St., Denver 18. 


CONNECTICUT 
Basic science examinations February 9. 
Address State Board of Healing Arts, 
52 Whitney Ave., New Haven 10. 


DELAWARE 
Examinations January 8-10. Address 
Joseph S. McDaniel, M.D., secretary, 
Board of Medical Examiners, 229 S. 
State St., Dover. 


ILLINOIS 
Examinations in January in Chicago. 
Address Mr. Frederic B. Selcke, Super- 
intendent of Registration, Department of 
Registration and Education, State Hou:e, 
Springfield. 


IOWA 
Basic science examinations January ° 
at the Capitol Bldg., Des Moines. &\' 
dress Ben H. Peterson, Ph.D., secreta'y, 
Board of Basic Science Examiners, (oe 
College, Cedar Rapids. 


KANSAS 
Examinations February 14-15 at the 
Jayhawk Hotel, Topeka. Address C. A. 
Welker, D.O., secretary, Board of Osteo- 
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pathic Examination and Registration, J. 
C. Penney Bldg., Concordia. 


MASSACHUSETTS 

Examinations January 15-18 at State 
House, Boston. Applications must be 
filed by January 2. Address Robert C. 
Cochrane, M.D., secretary, Board of 
Registration in Medicine, Room 37, State 
Howse, Boston 33. 


MICHIGAN 

I. L. O’Connor, Detroit, has been ap- 
poired to the Board of Osteopathic Reg- 
istr. tion and Examination for a term 
exp ring April 30, 1961. 

Basic science examinations in January. 
Adceress Mrs. Anne Baker, secretary, 
Board of Examiners in the Basic Sci- 
enc:s, 116 Mason Building, Lansing. 


MINNESOTA 

Basic science examinations in January. 
Applications must be filed by December 
10. Address Raymond N. Bieter, M.D., 
secretary, Board of Examiners in the 
Basic Sciences, 105 Millard Hall, Univer- 
sity of Minnesota, Minneapolis 14. 


NEBRASKA 
Basic science examinations January 8- 
9, Address Mr. Husted K. Watson, Di- 
rector, Bureau of Examining Boards, 
Department of Health, State Capitol 
Bldg., Lincoln 9. 


__, NEVADA 
Professional examinations January 26. 


Applications must be filed by January 12. . 


Address Walter J. Walker, D.O., secre- 
tary, Board of Osteopathic Examiners, 
210 W. Second St., Reno. 

Basic science examinations January 8. 
Address Donald G. Cooney, Ph.D., sec- 
retary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 

NEW MEXICO 

asic science examinations January 20. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, P.O. Box 1522, Santa Fe. 


NORTH DAKOTA 

Examinations in January. Address G. 
L. Hamilton, D.O., secretary, Board of 
Osteopathic Examiners, Ringo Bldg., 119 
S. Main St., Minot. 

E. O. Smith, Wahpeton, has been ap- 
pointed to the State Board of Osteo- 
pathic Examiners for a three-year term. 


OHIO 
Examinations December 18-20 at Co- 
lumbus. Applications should be filed 10 
days before examination. Address H. M. 
Platter, M.D., secretary, Medical Board, 
21 \\. Broad St., Columbus 15. 


OREGON 
Basie science examinations December 


1, \ddress Oregon Basic Science Ex- 
amining Committee, State Board of 
Hicher Education, Eugene, Oregon. 

Professional examinations in January. 
Address Mr. Howard I. Bobbitt, 609 
Faiing Building, Portland. 


Vo 
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corrects capillary seepage 


Few single therapeutic agents are so generously 
endowed with antipyretic, anti-inflammatory and 
antirheumatic properties as CITRISAN. 


Lemon Bioflavonoid Complex, in 
conjunction with Vitamin C, corrects 
capillary seepage, stabilizes connective 
tissue ground substance, helps correct 
periarticular involvement. Lemon Bio- 
flavonoid’s effectiveness is “roughly 13 
times that of rutin.””! 

Ascorbic Acid augments the action of 
the Bioflavonoids and, in addition, corrects 
cylates, promptly relieves pain andskeletal = Vitamin C deficiencies common in debili- 
muscle spasm. It is the drug of choice _ tating diseases, especially during salicylate 
where massive salicylate therapy is therapy. 

indicated. 1. Oil Paint and Drug Reporter, April 30, 1956. 


Prescribe CITRISAN for reversal of the arthritic process, restora- 
tion of capillary integrity, and an increased sense of well-being. 


Formula: Each tablet contains: 
5 gr. 
Lemon Bioflavonoid Complex 50 mg. 
Ascorbic Acid (Vitamin C). . .85 mg. 


Each ingredient has an impressive service 
record. 


Salicylamide, best tolerated of the sali- 


A colorful, fact-packed brochure will give 
you the whole story. Send for it—today. 


n CHICAGO PHARMACAL COMPANY 
CHI y EDIC | 5547 N. Ravenswood Ave. Chicago 40, Illinois 


Pacific Coast Branch 381 Eleventh St., 
San Francisco, Cal. 


_ , RHODE ISLAND secretary, Basic Science Board, 310 E. 
Professional examinations January 3-4. 15h St. Yankton. 
Address Mr. Thomas B. Casey, Adminis- : 
trator of Professional Regulation, 366 
State Office Bldg., Providence. 


__ TENNESSEE 
Examinations in February and July at 


Basic science examinations in Febru- 
ary. Address Mr. Casey. 


SOUTH DAKOTA 

Professional examinations January 15- 
16 at Sioux Falls. Address Mr. John C. 
Foster, executive secretary, Board of 
Medical and Osteopathic Examiners, 
Room 300, First National Bank Bldg., 
Sioux Falls. 

Basic science examinations December 
7-8 at the Medicine and Science Building, 
University of South Dakota, Vermillion. 
Applications must be filed by November 
23. Address Gregg M. Evans, Ph.D., 


Nashville. Applications must be filed 15 
days prior to examination. Address M. 
E. McCoy, D.O., secretary, Board of 
Examination and Registration for Osteo- 
pathic Physicians, 1226 Highland, Jack- 


son. 


TEXAS 

Examinations December 6-8 at the Hil- 
ton Hotel, Fort Worth. Applications for 
license by reciprocity must be filed at 
least 30 days prior to the meeting, and 
applications for examination must be on 
file 10 days prior to the meeting. Ad- 
dress M. H. Crabb, M.D., secretary, 
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Board of Medical Examiners, 1714 Medi- 
cal Arts Bldg., Fort Worth 2. 


WER 
Examinations January 23-24, State 


House, Montpelier. Applications must be 
filed by January 10. Address Charles D. 
Beale, D.O., secretary, Board of Osteo- 
pathic Examination and Registration, 
Mead Bldg., Rutland. 


WASHINGTON 

Professional examinations January 14- 
16, University of: Washington, Seattle. 
Applications must be filed 15 days prior 
to examination. Address Professional 
Division, State of Washington Depart- 
ment of Licenses, Olympia. 

Basic science examinations January 9- 
10, University of Washington, Seattle. 
Applications must be filed 15 days prior 
to examination date. Address Profes- 
sional Division, Washington State De- 
partment of Licenses, Olympia. 


WISCONSIN 
Examinations January 8 at Madison. 


Address Thomas W. Tormey, Jr., M.D., 
secretary, Board of Medical Examiners, 
State Office Bldg., 1 West Wilson St., 
Madison. 

Basic science examinations December 
1 at the Hotel Schroeder, Milwaukee. 
Applications must be filed by November 
23. Address Mr. W. H. Barber, secre- 
tary, Board of Examiners in the Basic 
Sciences, Ripon College, Ripon. 


WYOMING 
Examinations February 4. Address 


Franklin D. Yoder, M.D., New State 
Office Bldg., Cheyenne. 


Reregistration 
of osteopathic licenses 


December 1—District of Columbia, 
$2.00. Address Mr. Paul Foley, Deputy 
Director, Department of Occupations and 
Professions, 1740 Massachusetts Ave., 
N.W., Washington 6. 

December 1—Georgia, $3.00. If re- 
newed after December 31, the fee is 
$10.00. For information address Harry 
E. Huff, D.O., acting secretary, Board of 
Osteopathic Examiners, Tifton. 

December 1—Oregon, resident, $15.00; 
nonresident inactive, $5.00. Address Mr. 
Howard I. Bobbitt, executive secretary, 
Board of Medical Examiners, 609 Failing 
Bldg., Portland 4. 

December 31—Tennessee, $5.00. Ad- 
dress M. E. Coy, D.O., secretary, Board 
of Examination and Registration for Os- 
teopathic Physicians, 1226 Highland, 
Jackson. 

Prior to January 1—Arizona, not more 
than $10.00. Address Russell Peterson, 
D.O., secretary, Osteopathic Board of 
Registration and Examination in Medi- 
cine and Surgery, 2747 E. McDowell Rd., 
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Phoenix 22. 

January 1—California, $20.00 for resi- 
dents and nonresidents. Address Glen D. 
Cayler, D.O., secretary, Board of Osteo- 
pathic Examiners, 1013 Forum Bldg., 
Sacramento 14. ; 

January 1—Florida, $5.00. Address W. 
S. Horn, D.O., secretary, Board of Os- 
teopathic Medical Examiners, 1500 Eighth 
Ave., Palmetto. 

January 1— Maine, $4.00. Address 
George F. Noel, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, Monument Square, Dover-Fox- 
croft. 

January 1—Manitoba, $5.00. Address 
W. Kurth, D.O., secretary, Board of Os- 
teopathic Physicians, 248 Moorgate Blvd., 


Deer Lodge, Winnipeg. 

January 1—New York, $5.00, bienni«!- 
ly. A physician receiving a license t!\ 
second year of any biennial registrati 
period pays a fee of $2.50 for a certit’- 
cate expiring December 31 of such se 
ond year. Address Stiles D. Ezell, M.!). 
secretary, Bureau of Professional F*- 
aminations and Registrations, 23 S. Pear! 
St., Albany 7. 

January 1—Ontario, $35.00. Addré 
D. Gordon Campbell, D.O.,  secreta: 
Board of Directors of Osteopathy, 
Bloor St., E., Toronto 5. 

January 1— Pennsylvania, Surgeo!'s 
Examining Board, $10.00. Address Mr: 
Katherine M. Wollet, acting secretary. 
Board of Osteopathic Examiners, Burea: 
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Tetracycline Lederle 
in the treatment of 


raniroirinary 
er 


UROLOGIsTs report the decided advantages 
of oral efficacy, minimal side effects, and 
wide range antibacterial activity offered by 
ACHROMYCIN in the treatment of urinary 
tract infections. 


Finland’s! group of patients with acute in- 
fections of the urinary tract (principally 
E. coli) demonstrated excellent response, 
both clinical and bacteriological, following 
administration of tetracycline. 


Prigot and Marmell2 reported 49 out of 50 
patients with gonorrhea showed a negative 
smear and culture on the first post-treat- 
ment visit. Purulent discharge disappeared 
in these patients within 24 hours after a 
usual 1.5 Gm. dose of tetracycline. 


Trafton and Lind3 found tetracycline 
(ACHROMYCIN) an effective antibiotic for 
treating many urinary tract infections 
caused by both Gram-negative and Gram- 
positive organisms. 


English, et al.4 noted that a daily dose of 1 
to 1.5 Gm. of tetracycline resulted in uri- 
nary levels as high as 1 mg. per milliliter. 


To suit the needs of your practice and to fur- 
ther the patient’s comfort ACHROMYCIN is 
offered in a complete line of 21 dosage 
forms. 


filled sealed capsules 


Lederie) 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 


REG. U. S. PAT. OFF. 


References: 
1. Finland, M., et al.: J.A.M.A. 154:561 (Feb. 13) 
1954. 


. Prigot, A. and Marmell, M. Antibiotics and 
Chemotherapy 4:1117 (Oct.) 1954. 

. Trafton, H. and Lind, H.: idem 4:697 (June) 
1954 


. English, A., et al.: idem 4:441 (April) 1954. 


of Professional Licensing, Harrisburg. 


dress Wallace F. Kreighbaum, D.O., sec- 


January 1—Texas, $5.00. Address M. 
H. Crabb, M.D., secretary, Board of 
Medical Examiners, 1714 Medical Arts 
Bldg., Fort Worth 2. 

January 1—Utah, $3.00. Address Alice 
E. Houghton, D.O., secretary, Osteo- 
pathic Examining Board, 600 Zion’s Sav- 
ings Bank Bldg., Salt Lake City 1. 

January—Alberta. No reregistration. 
Pay $10.00 a year membership in_ the 
College of Physicians and Surgeons, Al- 
berta, in January. 

During January—Connecticut, $2.00. 
Address Frank Poglitsch, D.O., secre- 
tary, Osteopathic Examining Board, 300 
Main St., New Britain. 

During January—Minnesota, $2.00. Ad- 
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retary, Board of Osteopathic Examiners, 
2748 Hennepin Ave., Minneapolis 8. 

During January—Wisconsin, $3.00, Ad- 
dress Thomas W. Tormey, Jr., M.D., 
secretary, Board of Medical Examiners, 
State Office Bldg, 1 W. Wilson 
Madison. 

January 31—British Columbia, amount 
of fee set at Annual Meeting of Council 
of College of Physicians and Surgeons 
of British Columbia. Address Lynn 
Gunn, M.D., 1807 W. 10th Ave., Van- 
couver 9. 

Prior to February 1—Vermont, $3.00 
residents, $2.00 non-residents. Address 
Charles D. Beale, D.O., Meade Bldg., 


Rutland. 


Examination 


by National Board 


The National Board of Examiners foi 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken, must be in the secretary’s 
office by the November 1 or April 1 pre- 
ceding the examination. 

Examinations in Part I consist of anat- 
omy, including histology and embryology ; 
physiology ; physiological chemistry; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 
pathology, and surgical specialties; ob- 
stetrics and gynecology; pediatrics, neu- 
rology and psychiatry; public health, in- 
cluding hygiene, medical jurisprudence; 
osteopathic principles, therapeutics, in- 
cluding pharmacology and materia 
medica. 

Part IIT is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III 
are anatomy; physiology; pathology; os- 
teopathic principles; therapeutics, and 
pharmacology; surgery; ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology; physical and clinical diag- 
nosis; public health and communicable 
diseases. 

Part III examinations will be given at 
Philadelphia, March 2-3, at Kirksville, 
Mo., March 10, and at Los Angeles, 
March 16-17. Applications must have 
been filed with the secretary of the Board 
by January 1. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 
1 year internship in a hospital approved 
by the American Osteopathic Association 
for intern training. Part III is given an- 
nually at the Philadelphia, Kirksville, 
and Los Angeles colleges. 

Eligibility requirements are as follows: 
art I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in 
an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and at least 6 months of a 1-year intern- 
ship approved by the American Osteo- 
pathic Association. The internship re- 
quirement does not apply to candidates 
who took Part I prior to July, 1950. 

Applications must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2, In- 
diana. 


69 


| ANLIDORE walk 
: 
= 
2 
a 
4 
= 
i 
i 


the new injectable enzyme 


CHYMA 


relieves inflammation 
through systemic action 


Chymar reduces edema...hastens absorption... 


reduces inflammation... restores circulation... 


stops further tissue necrosis . . . promotes healing. 


Chymar is a suspension of chymotrypsin, 


a proteolytic enzyme, in sesame oil for intramuscular 


injection. Each 1 cc. supplies 5000 units of 


proteolytic activity. In 5 cc. vials. 


IAN THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY * KANKAKEE, 


ILLINOIS 


Search for 
mental health* 


George S. Stevenson, M.D. 
National and International Consultant 
The National Association for Mental Health 


What is mental health? Julius Schrei- 
ber describes it this way: 

“Healthy living—or mental health— 
means that an individual has found a 
reasonable measure of peace with him- 


at from Children, September-October 
1 
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self and with his environment. It means 
that an individual is able to pursue rea- 
sonable, purposeful goals; may use his 
capacities and talents fruitfully; experi- 
ences a sense of security, of belonging, 
of being respected; has a knowledge that 
he is liked or loved and wanted; has a 
sense of self-respect, of self-reliance, and 
achievement ; and, in addition, has learned 
to respect others, to accept others, to love 
others, to live fairly and in peace with 
others.”+ 


+Schreiber, Julius: Mental health flowers in 
democratic soil. Mental Health Bulletin, March- 
April 1951. Chicago: Illinois Society for Men- 
tal Hygiene. 


How then can we achieve a mentally 
healthy population? We must seek this 
goal in three ways: by restoring mental 
health in those who are mentally ill; by 
protecting people generally against 
ards to mental health; and by raising 
the level of mental health in those who 
are well. 

The first goal, the restoration of jiien- 
tal health, is focused on getting rid of a 
mental illness. The techniques of restora- 
tion are applied to those who have al- 
ready suffered some loss. For the more 
serious cases they are applied thro igh 
mental hospitals. Most of these hospi- 
tals are conducted under State ausp es. 
Others are Federal hospitals—veter: iis’, 
Public Health Service hospitals nd 
Armed Forces hospitals. Some are ¢ouin- 
ty or municipal hospitals, and some «re 
privately operated hospitals. General |:5s- 
pitals provide some service to se\<re 
cases, but they are the chief inpatient 
resource for cases of neurosis. Large 
numbers of patients are cared for hy 
outpatient clinics and by private physi- 
cians. Very few of these facilities pro- 
vide all that science has to offer toward 
restoring mental health. 

The second goal, the protection of 
mental health, is also oriented toward 
mental illness—toward safeguarding peo- 
ple against the hazards that cause men- 
tal disorder. Theoretically prevention is 
applicable to the whole public since 
everyone is susceptible to some form of 
mental disorder. But some peop!e live in 
more hazardous situations—as do young 
children and migrants—and consequently 
are appropriate subjects for a more con- 
centrated preventive effort. Science has 
more to offer toward prevention than, 
unfortunately, is now being used. Public- 
health departments and public-health- 
nursing agencies are our first line of de- 
fense, but other agencies, such as those 
concerned with the restoration of mental 
health and those designed to elevate the 
functioning level of well persons, are 
also in positions to prevent mental illness. 

The third goal, the elevation of mental 
health—positive mental health—is not 
oriented toward illness nor toward the 
prevention of illness. Rather it has to 
do with the unrealized potential of the 
well. The talents or capacities of persons 
have, as a rule, far greater potential jor 
development and use than has been 
achieved. The elevation of mental healih 
is, therefore, focused upon the whole 
population—just as are our schools. !n 
fact the school is the chief instrument:! 
ity of a positive mental-health progri. 
The family, the church, the Arm: 
Forces, the job, and recreation are a 
important agents. All of these encount:’, 
incidental to their main functions, opp:- 
tunities to treat disorders and to gua 
against them. 

Obviously, these approaches to mer: 
health are interdependent and inseparal) 
Each has a different primary orientatic 
but also incidental opportunities to st; - 
port progress toward the other goa. 
Each is apt to get leads to its prima 
task from the experience of the otl: 
A community which allows its agenc! 
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to go each in its own path without re- 
gard for the other is failing to do all 
that could be done in behalf of mental 
health. Most communities fail in this 
respect. 

Whether the search for mental health 
is through restoration, protection, or ele- 
vation, it should be scientifically based in- 
scfar aS science has something to offer. 
Admittedly there are still vast areas of 
darkness in which no scientific guides 
to action have been found, and a prac- 
tical program must fill in these gaps by 
common sense, guesses, or other non- 
scientific procedures. But this does not 
warrant the neglect of that which is 
known. 


The scientific approach to mental health 
is especially complicated by the great di- 
versity of mental illnesses and the com- 
plexity of causation, including the multi- 
plicity of causes. Few generalizations 
ave possible. There are over a hundred 
diferent conditions of which mental dis- 
order is an expression. Moreover, good 
mental health shows itself in a variety 
of ways in different cultures. Behavior 
that would signify mental disorder in one 
culture may evidence a high degree of 
mental health in another. 


TYPES OF PREVENTION 
Because of this diversity preventive ef- 
forts are easily misguided. In fact the 
term prevention is used indiscriminately 
for a quite different set of goals and 
processes. There are really four types of 


preventive work: (1) absolute preven-- 


tion; (2) presumptive prevention; (3) 
relative prevention; (4) relapse preven- 
tion. 


Absolute prevention covers those proc- 
esses that are so well validated scien- 
tifically that if one has the potential vic- 
tim well under control he can assure 
protection against the disorder. These 
preventive procedures are very simple 
and at the same time quite specific. With 
the person under control one can surely 
safeguard him against alcoholic mental 
disorders by removing access to alcohol 
or against mental disorders of pellagra 
by adding a niacin supplement to the 
diet. He can be assured of a high degree 
of protection against paresis by intensive 
early treatment of syphilis, or be pro- 
tected from traumatic psychoses by pro- 
tection against head injuries. 

But such absolute preventive measures 
apply to only a small percentage of men- 
tal ills, about 8 or 9 percent of the cases 
entering our mental hospitals. Moreover, 
these preventable ills are often the sec- 
ondary manifestations of a more deep- 
seated ill which is in itself not so as- 
suredly preventable. The urge to solve 
life’s problems with alcohol is a different 
disorder from that which results from 
drinking alcohol. Pellagra is the result 
of food habits which often resist change. 
Sexual promiscuity, which has much to 
do with the transmission of syphilis, is 
mentally a quite separate disorder from 
paresis. Accident proneness is a com- 
pletely different affliction from the men- 
tal illness of brain injury. These under- 
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quicker relief 
and shortened disability 
in Herpes Zoster and Neuritis 


Protamide’ 


... Five Year Clinical Evaluation 


With only one to four injections of Protamide® prompt 
and complete recovery was obtained in 84% of all herpes 
zoster patients and in 96% of all neuritis patients treated 
during a five-year period by Drs. Henry W.,, Henry G., 
and David R. Lehrer (Northwest Med. 75:1249, 1955). 


The investigators report on a total of 109 cases of 
herpes zoster and 313 cases of neuritis, all of whom 
were seen in private practice. All but 

one patient in each category 
responded with complete recovery. 


PROTAMIDE 


1.3 cc. ampuls. 


Protamide”’ 
...a product of crman 


This significant response is attributed to 
the fact that Protamide therapy was started 
promptly at the patient’s first visit. 


The shortening of the period of disability 
by this method of management is 
described as “a very gratifying experience 
for both the physician and the patient.” 


Protamide® is a sterile colloidal solution prepared 
from animal gastric mucosa... free from protein 
reaction... virtually painless on administration 
...used intramuscularly only. Available from 
supply houses and pharmacies in boxes of ten 


Detroit 11, Michigan 


lying disorders are more akin to the 
neuroses. For these the preventive ef- 
fort is in the area of presumptive pre- 
vention. 


Presumptive prevention is much less 
certain of success than absolute preven- 
tion. Still it is the most frequent form of 
preventive mental-health work. It is be- 
hind most of the efforts in parent educa- 
tion and guides to wholesome living; it 
is the theme of innumerable pamphlets, 
films, and lectures. 

Presumptive prevention is based upon 
the fact that studies of those who de- 
velop mental disorders tend to show early 
life experiences, especially in childhood, 
which seem to be related to the disorder’s 
origin. Sometimes this experience has 


been a deficiency of parental affection, 
sometimes a sibling rivalry, sometimes a 
strict constraint of the child’s normal ac- 
tivities, sometimes an unfortunate sexual 
experience. 


Most of the case studies which have 
revealed these earlier adverse experiences 
have been made in regard to persons 
with neurosis or character disorder, psy- 
choanalysis having been especially reveal- 
ing. But in the efforts to prevent mental 
disorder by sparing children these haz- 
ards, the goal is broader, including the 
forestalling not only of neuroses, but 
also of schizophrenia, depressions, manic- 
depressive psychoses, and several other 
forms of mental deviation. 


To expect the factors underlying the 
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neuroses to apply to other disorders may 
seem unreasonable, but the illogic is less 
than it appears. There is strong evidence 
that many of the more severe disorders 
are the products of a multiplicity of fac- 
tors, no one completely determinative. 
Any factor may be the last straw in the 
pathogenic combination, and conversely 
the removal of any factor may give suffi- 
cient relief to reverse the deviant tenden- 
cy and restore a degree of normality. 
There is good reason to believe that psy- 
chological forces are a part of this mor- 
bid combination and that the removal of 
the psychological burden may be enough 
to turn the tide toward prevention or 
cure.. This form of prevention, there- 
fore, even though uncertain, is fully 


tu 


justified. In fact its neglect falls into the 
category of failure to apply that which 
science has to offer. 

The neglect of presumptive prevention 
ise also unfortunate in slowing scientific 
progress, since science advances through 
the application of presumptive measures. 
However, science does not advance if the 
presumptive is not recognized for what 
it is, but instead is credited with undue 
certainty. This obscures the need for 
more research. For this reason the dif- 
ferent forms of prevention need to be 
identified. 

Relative prevention is prevention only 
in the sense that by treating a problem 
early it may be prevented from becoming 
worse. On this basis, child-guidance 


clinics have been referred to as preven- 
tive agencies. There is no doubt about 
their effectiveness or the validity of their 
goals. They have, furthermore, built up 
a sizable body of knowledge and _ tecli- 
nique bearing on the treatment of chiil- 
dren’s behavior disorders. But there is 
little evidence that the disorders seen in 
a child-guidance clinic would if untreated 
progress into severe mental illness. These 
services are so worthwhile within their 
demonstrated values that there is no need 
to overstate their goals in order to justi- 
fy their existence. 

Relapse prevention is very similar to 
presumptive prevention. It is the effor: to 
prevent a recurrence of mental illness in 
a patient who has been treated to ‘he 
point of recovery. It is based on the {ict 
that the clinical work entailed in bringing 
a patient through a mental illness reve.ls 
his special sensitivities and susceptibilities 
and suggests specific ways in which he 
can be protected from relapse. It is much 
more custom made than is presumptive 
prevention, yet is cut from the same 
cloth. 


REASONS FOR FAILURE 

These four forms of preventive effort 
are all good and desirable within their 
limits and are appropriate components in 
a community mental-health program. [ut 
most communities are entirely lacking in 
the last three and are not very well 
equipped in facilities for absolute preven- 
tion, which lie for the most part (except 
for alcoholism) outside the psychiatric 
and mental-health field and more in the 
area of general public health. 

Why this discrepancy between what 
science has to offer and what is made 
available to the public? The answers are 
varied but, reduced to basic attackable 
form, the factors fall into six categories: 
1) citizen immaturity; 2) professional 
tradition; 3) agency isolation; 4) mass 
service; 5) gaps in science; 6) lack of 
money. A brief inspection of each of 
these factors may clarify their impor- 
tance. 

Citizen immaturity is probably the most 
consistent factor behind our lag in serv- 
ices. In a democracy the government is 
the citizen, who chooses his agents of 
government, and who carries the ulti- 
mate responsibility for service. He can- 
not assign or relinquish that responsi)yil- 
ity. He may choose ineffective, static, or 
dishonest agents, but he cannot excuse 
himself thereby. He may leave it 10 
others to design and initiate lines of 
progress in public or private pathfinding 
services, but this is his failure. If he 
carries his responsibility by proxy- as 
perforce he is bound to do in such a 
complex of public services as now char- 
acterize the American community—he 's 
bound by the adequacy of his proxy. 
There are available to him as proxies 
voluntary citizen organizations such 4s 
mental-health associations to help him ‘0 
plan, consolidate effort, and limit it st™- 
tegically. 

In the United States there is no ploce 
for the excuse—“I am not political” °T 
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“I am just one person.” In every com- 
munity there is a place for the citizen to 
get into action. He can at least attend 
the meetings of his school board. He 
can volunteer in mental-health agencies. 
He can serve on local committees. By 
doing these things he matures as a Citi- 
zen. 

Professional tradition appears as a 
hiock often in unexpected ways and 
places. Why do professional people prac- 
tice exclusively in an office rather than 
in the patient’s home? Why do many 
pliysicians minimize the personal and sit- 
uational problems of their patients? Why 
do obvious sore spots in a community 
continue unchanged even though fully 
recognized by the profession? Why are 
architectural plans for schools, hospitals, 
aud clinics so far out of line with the 
functions to be performed? Tradition 
lavs a heavy hand on progress at many 
points even after some student of the 
field has shown how expensive and handi- 
capping it can be. 

Agency isolation is a major force in 
blocking progress. Isolation may be 
abetted by geographic remoteness, but it 
may also exist right in the heart of a city. 
Geographic distances simply make isola- 
tion easier. Essentially isolation results 
from the reluctance to enter into “en- 
tangling alliances.” It makes administra- 
tion easier even if less productive. Ad- 
ministration ease, in fact, also appears in 
many other forms of obstruction. 

Isolation is at work when an agency 
tries to be an omnibus service—to include 
every need within itself, even though it 
never can fill them all and thus must re- 
main defective. Every community agency 
is only a part of service and is depend- 
ent on the others. Schools cannot op- 
erate at their best if the local public- 
health services are poor, nor can the lat- 
ter carry on effective health education 
without the former. Isolation becomes a 
self-crippling device. It can be seen in 
competition between agencies for the tax 
dollar. Improvement elsewhere in the 
community may often be a prerequisite to 
progress within one’s own agency. 

Mass service prohibits the application 
of much that science has to offer. It pre- 
vents the schools from individualizing 
their programs sufficiently to permit the 
child to adjust to the curriculum. Thus 
it produces failure and retardation. It 
accounts for “unreachable” labels on 
people whom the agency finds recalci- 
trant. To a degree mass service is ap- 
parently unavoidable, but administration 
and programing often use it as an ex- 
cuse for shortcomings which need not 
be tolerated. A periodic appraisal of 
services is apt to reveal them. 

Gaps in science tie our hands at every 
turn. There is scarcely a case need or a 
community deficiency that does not call 
forth the frustrating thought, “if we 
only knew more about this.” Only re- 
search can release us. But research lags 
not only because of deficient funds and 
intentions. Another reason is blind faith 
~faith in a procedure as the right an- 
sver although it has not been tested by 
research. Related to this is the failure to 
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distinguish between a theory or hypothe- beyond its legitimate limits. While the 
sis and a scientifically validated finding. ratio of income between the most affluent 
A practice based upon a school of _ state and the least is about 2 to 1, the 
thought closed to scientific critique 1s expenditures for mental health are in 
technically dwarfing. the order of 6 or 7 to 1. The discrepan- 
Lack of money may impede progress, cy is the measure of the alibi. 
but so may a defeatist idea of poverty. 
There is certainly a real difference among WAYS TO PROGRESS 
communities both in the fullness of their How can these obstacles to progress be 
public coffers and in the financial re- discovered? The answer may be found 
serves of their private citizens, and these in a common practice in industry, the 
differences have a bearing on the use — study of failure. Failure has tremendous 
that is made of what science has to offer. value as a lead to advance if it is ac- 
But communities of equal per capita cepted as a stage in progress rather than 
wealth show great discrepancies in pro- a reprehensible quality which must be 
visions and in their attitude toward what hidden. Industry could not survive with- 
they can afford. Most communities of out a careful study of its failures. The 
modest means use the excuse of poverty anxiety created by failure in human serv- 
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ices, however, causes its incidence to be 
swept under the carpet where it cannot 
be seen and, of course, cannot be ana- 
lyzed. Every agency set up to help peo- 
ple with their problems is in a position 
to discover in what ways the community 
has failed its citizens. Every case of 
mental illness figuratively points to these 
failures, yet these signs go unheeded un- 
til the failure becomes too glaring to be 
ignored. 

Specifically every case tells us one or 
more of the following things: 

1. Some of those who have tried to 
help have had misconceptions of the 
problem or its solution or downright lack 
of knowledge. 

2. In certain respects the community 
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facilities have been deficient. This may 
be such things as inadequate recreation 
facilities, special classes for deviant 
school children, or probation staff in the 
court. 

3. Gaps exist in scientific and technical 
knowledge. 

There are ways to deal with all three 
of these deficiencies. First, dealing with 
them must be considered as important a 
part of one’s job as working to help the 
case that gave the clue to the defect. The 
problem must be somebody’s business. 
Second, a strategy of attack must be de- 
signed, followed, and recorded. Progress 
sometimes takes place by haphazard ef- 
fort, but such effort is generally mislead- 
ing and expensive. 


1955 Summary of 
Disease Outbreaks* 


Carl C. Dauer, M.D., and 
Granville Sylvester} 


One of the characteristic features i: 
the pattern of disease in man has been : 
constant change from one predominant 
type of illness to another. This is true 
even if one limits his consideration to in- 
fectious diseases. Some of the acut 
infections have receded with respect t 
incidence and others with respect to se- 
verity. Certain diseases, especially vira! 
infections, have appeared to increase in 
frequency or have become relatively more 
important because of recession of bac- 
terial infections. These changes may have 
resulted from alteration in the biology o/ 
infecting agents, different host-parasit 
relationships, the development of immu 
nizing agents, improvement o1 deteriora- 
tion in social conditions or in the en- 
vironment. 


The pattern of diseases in which food 
and water have acted as vehicles of in- 
fection has also changed. The number of 
waterborne outbreaks of typhoid fever 
and dysentery, and of milkborne outbreaks 
of enteric infections, diphtheria, and 
streptococcal infections has been reduced 
from several score each year to an avy- 
erage of less than 10. Even though re- 
porting is far from complete there is no 
reason to believe that this is not a real 
decrease in waterborne and milkborne 
illness. 

As these types of disease have de- 
creased, the number of outbreaks in 
which foods other than milk and milk 
products have been vehicles of infection 
has become proportionately greater and 
possibly some types have increased in 
frequency. It is probable that changes 
in eating habits have been responsible 
in part for the relative increase in out- 
breaks of staphylococcal food poisoning 
and undifferentiated gastroenteritis. Mass 
preparation and dispensing of foods in a 
greater number of public eating places 
and schools have increased the chances 
of exposure to contaminated foods. It 
appears that the solution of human prob- 
lems has not kept pace with improvements 
in processing and equipment and provi- 
sions for sanitation of equipment. The 
human problems most frequently men- 
tioned are poor food-handling practices 
and failure to use adequate refrigeration 
of foods susceptible to contamination. 


WATERBORNE DISEASE OUTBREAKS 

During the last 3 years there has been 
a continuous reduction in the number oi 
outbreaks attributed to water—from 14 
in 1952 to 7 in 1954. In 1955, there were 
only two outbreaks in which water was 
definitely incriminated. Although the 


“Reprinted from Public Health Reports, Au- 
gust 1956. 

+Dr. Dauer is medical adviser to the chief, 
and Mr. Sylvester is analytical statistician with 
the Morbidity Analysis Section of the National 
Office of Vital Statistics, Public Health Service. 


Journat A.O.A. 


{ 
£4 


exact number of cases is unknown, it is 
by far the smallest in recent years. In 
1954, the total, 452 cases, was less than 
that for previous years. During 1955 one 
outbreak occurred among fire fighters in 
the mountains. They had filled their can- 
teens from a water tank previously used 
to pump cesspools. The number of cases 
is unknown because none was very ill, 
and all continued with their duties. The 
otlier outbreak was among school chil- 
dren whose water supply was from a 
well contaminated by a nearby septic 
ak. Twenty-two cases were reported, 
and the investigation revealed Escherichia 
coll in the well water. Although not 
proven, water was a possible vehicle of 
shigella infection in two children in a 
summer camp. It was also a_ possible 
source of nine cases of infectious hepa- 
tis among school children at a camp. 


\MILKBORNE DISEASE OUTBREAKS 
fhe number of outbreaks associated 


with milk and milk products has not been 
large (fewer than 10) in each of the last 
5 vears. In 1955, there were 302 cases in 
3 outbreaks compared with 200 cases in 
9 outbreaks in 1954. While there were 
only 6 outbreaks in 1952, the number of 
cases was about 800. Most of the cases 
(278) reported during 1955 resulted from 
1 outbreak in which commercial milk was 
the vehicle. An investigation revealed a 
salmonella organism, group B. 

The other 2 outbreaks reported in 1955 
resulted from milk products contaminated 
with Staphylococcus aureus during the 
manufacturing process. In one, 15 cases. 
developed after eating ice cream made in 
an old freezer which apparently had not 
been thoroughly cleaned. Contaminated 
cheddar cheese was associated with nine 
cases. Since staphylococci were found in 
the center of cheese from unopened sam- 
ples, it was concluded that contamination 
occurred during the manufacturing proc- 
ess. 


OTHER FOODBORNE OUTBREAKS 

With only a few outbreaks in which 
milk and milk products were associated, 
naturally, a great majority have been 
from other foods. The total outbreaks 
associated with other foods reported in 
1955 was 193 with 9,633 cases compared 
with 234 outbreaks and 11,704 cases in 
1954. Reports for 1955 were received 
from 27 States, Hawaii, and military es- 
tablishments compared with those from 
35 jurisdictions in 1954. 

As in 1954, foods most frequently in- 
criminated were turkey and chicken (in- 
cluding eggs), custard filled pastries, 
ham, and beef. However, unlike previous 
years when potato salad was the vehicle 
in a number of outbreaks, there were 
only two associated with this food in 
1955. Various other foods were associated 
with the remainder. In one outbreak the 
vehicle appeared to have been contami- 
nated by a food handler who had hepa- 
titis. No foodborne hepatitis was reported 
in 1954, 


During the year only two shigella out- 
breaks were reported, both of which re- 
sulted from a carrier. Of the outbreaks 
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from salmonella infections, two were 
definitely associated with carriers, and it 
is believed that many more resulted from 
unknown carriers. In many _ instances, 
the source of outbreaks was not deter- 
mined, but evidence of improper handling 
and lack of adequate refrigeration was 
found to be a contributing factor in most 
of the outbreaks. 


TYPHOID FEVER 

The number (5) of typhoid fever out- 
breaks reported in 1955 was relatively 
small compared with the 16 in 1954, 12 in 
1953, and higher numbers in previous 
years. One outbreak involved 21 cases in 
5 related families that had contact with 
a carrier. Two other outbreaks were 


traced to carriers, one of whom was a 
domestic in a private home and may have 
contaminated food. The source of the 
other outbreak was not found. It oc- 
curred on an Indian reservation where 
a number of possible modes of spread 
were found, but sufficient evidence was 
lacking to incriminate any of these. 


SALMONELLOSIS 

Thirteen outbreaks of salmonellosis 
were reported in seven States during 
1955. This is half the number reported 
in 12 States and 1 Territory for 1954. 
Three additional outbreaks among mili- 
tary personnel were reported in 1955 
compared with none in 1954. The total 
(971) cases was 17 percent less than the 
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ATHEROGENIC INDEX VALUES INVARIOUS AGE GROUPS 
INDEX 
Age 
, 
+ 
Q Normal females: 188 9 
CO Normal males: 284 74 
Males with ‘it 
* 


Adapted from Gofmon, J. W., and others: Mod. Med, 21:119 (June 15) 1953. 
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1,164 cases for last year, but it is about 
82 percent greater than the 533 reported 
in 1953. 

All except one outbreak were associ- 
ated with food. The exception was among 
persons who attended Pan American 
games in Mexico, and the source was not 
determined. In one outbreak at least 278 
people supplied by one dairy were af- 
fected. Another large outbreak with 250 
cases resulted from rice patties served in 
an institution. Salmonella montevidio was 
isolated from the rice patties, but the 
source of contamination was not found. 
In a second institution 6 persons became 
ill from the ingestion of frozen eggs. 
Salmonella pullorum, commonly associ- 
ated with eggs, was isolated from the 
frozen product. 


Of the remaining outbreaks, 6 were in 
private households, 1 in a restaurant, 1 
in a club, and 1 in a hospital’s newborn 
nursery. In only 3 of the outbreaks was 
a carrier found, 1 in the dairy, 1 in the 
hospital nursery, and 1 in a local store 
which sold fishcakes to the general public. 

Other than those mentioned above, the 
Salmonella organisms isolated were ala- 
chua, anatum, chester, enteriditis, newing- 
ton, newport, thompson, and typhimurium, 
and also group B. Three organisms were 
isolated in connection with one outbreak, 
and no specific etiology was assigned to it. 


SHIGELLOSIS 
During 1955 half (5) as many States 
reported outbreaks of shigellosis as in 
1954. This is reflected in the number 


(10) of outbreaks compared with that 
(19) for last year. The number of cases 
(475) is considerably less than the 1,471 
reported in 1954, probably because of tlic 
distribution of the outbreaks. 

In 1955, only 2 outbreaks among chi!- 
dren were in institutions, 1 among cli!- 
dren in a hospital, and none among sche] 
children compared with 17 in these « 
ganizations during 1954. The majority of 
the outbreaks this year were in rural or 
substandard housing areas. Two cases 
developed in children in a camp and {.)- 
lowed fecal contamination of soil «r 
water, or both. 

One outbreak involved 45 persons w):0 
attended a wedding reception. An investi- 
gation revealed that this was a catered 
reception, and all food items probably 
were contaminated by the caterer who 
was found to be a carrier. One otlier 
outbreak resulted from food and the re- 
mainder was considered person-to-person 
transmission. 

Six of the outbreaks were from sonne 
types of organisms and 4 were flexner 
types. Only 3 outbreaks were traced to 
carriers, the source of the other 7 being 
unknown. 


BOTULISM 
Five outbreaks of botulism were re- 
ported in four States during 1955. Of 
these, 2 were of type A organisms and 2 
were of type B. The other was based on 
clinical evidence and was not confirmed 
by laboratory tests. Home canned foods, 
olives, chili peppers, spinach, wild mush- 
rooms, and chayote were incriminated. 
In one outbreak 5 individuais became ill 
after eating chili peppers while at work. 
The person who prepared the food was 
accustomed to canning various foods and 
had canned chili peppers many times be- 
fore without incident. All five of the 
victims recovered after receiving botu- 
linus antitoxin. However, of the other 
9 cases reported, 7 resulted in death. 


STAPHYLOCOCCAL FOOD POISONING 
For the last several years increases 
have been noted in the number of out- 
breaks of staphylococcal food poisoning. 
However, the 102 reported in 1955 indi- 
cate little change as compared with the 
100 for 1954. A number of these ouit- 
breaks were confirmed by hacteriologic«! 
examination, S. aureus being isolated in 
15 instances. No reports of the isolation 
of Staphylococcus albus were receive. 
In 1954, there were 23 isolations of » 
aureus and 3 of S. albus. 
Epidemiological investigation in mo-! 
instances failed to determine the source. 
but inadequate refrigeration and improper 
food handling were usually found. An in- 
fected food handler was found in a lars: 
number of the outbreaks associated wit! 
poor handling procedures. Unsanitar 
conditions were found to be contributin: 
factors in several outbreaks. About 
fourth of the outbreaks were attribut: 
to public eating places and another fouri 
to private households. A smaller numbec: 
of outbreaks were associated with bak 
eries, schools, and field lunches. Ho: 
pitals, church gatherings, and picnic 
were sources of only a few outbreaks. 
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STREPTOCOCCAL INFECTIONS 

A total of 353 cases of streptococcal 
food poisoning was reported in 4 out- 
breaks. One outbreak was among em- 
ployees and student nurses in a hospital. 
About 54 hours after egg salad was 
served in 2 dining rooms, 116 persons 
became ill with streptococcal sore throat. 
\ streptococcus was isolated from the 
salad and from the kitchen helper who 
prepared it. The helper was ill prior to 
reporting for work on the day he pre- 
vared the egg salad. 

Another outbreak involving 181 school 
children developed 3 days after they had 
eaten ham in the school cafeteria. Bac- 
ieriological examination of the ham re- 
vealed Streptococcus faecalis. The meat 
was found to have been improperly han- 
dled. One outbreak not associated with 
food occurred among employees of a res- 
taurant. secondary cases resulted 
from this source, indicating none of the 
food was contaminated by the employees. 


CHEMICAL AND OTHER 
NOXIOUS AGENTS 

Five outbreaks involving 99 cases re- 
sulted from noxious agents. One was 
from Nicotiana glauca mistaken for polk 
weed, and the other four were attributed 
to chemicals. One involving 50 children 
resulted from a dye (now prohibited) 
used to color popcorn. Another was from 
nicotine sulfate used as a spray on mus- 
tard greens. The third was from nitrite 
in wieners because of faulty processing. 
Cadmium was incriminated in the fourth 
and affected 25 persons. 


TRICHINOSIS 

Ninety-two cases of trichinosis were 
reported in 5 outbreaks during 1955. Of 
these cases, 69 were in one outbreak 
among 111 members of two fraternities. 
Each maintained its own dining room 
and served “rare” pork to the members, 
who preferred this type of meat. No 
large outbreaks occurred in 1954. thus 
fewer cases were reported that year. 
However, in 1953, the case total was 134 
including an outbreak affecting 73 per- 
sons in an institution. Two of the 1955 
outbreaks were associated with bakeries, 
schools, and infected hogs. Rats seen on 
the farms supplying the meat were a 
possible source of infection of the swine. 


GASTROENTERITIS 

Numerous outbreaks of gastroenteritis 
were reported in 1955. Epidemiological 
investigations of these failed to determine 
the etiology in all but a few. The major- 
ity were believed to have resulted from 
food; 2 were traced to water, and 1 to a 
beverage. The method of contamination 
was not found but improper handling of 
food was associated with many of the 
outbreaks. Inadequate refrigeration was 
a contributing factor in many instances. 
Miscellaneous outbreaks included 4 of 
streptococcal food poisonings with 353 
cases. There were also 2 outbreaks from 
paracolon organisms which affected 90 
persons and 5 outbreaks probably of viral 
origin. A total of 922 cases was reported 
in these viral outbreaks. 
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Rautensin—a complex of Rauwolfia 
serpentina alkaloids* — provides 
smooth, persistent lowering of blood 
pressure and controls most cases of 
early labile hypertension. 


with a tranquillizing effect 

The “just-right” combination of sed- 
| ative alkaloids in Rautensin pro- 
vides tranquillity and stability to the 
overwrought patient. Easy adjust- 
ment to environment is achieved with 
reduced anxiety and increased psy- 
chomotor efficiency. Unlike barbitu- 
rates, Rautensin causes no hangover 
or loss of mental acuity. 


and no tension rebound 


Unlike other ataractics, the tran- 
| quillizing action of Rautensin may 
| persist for several weeks after medi- 
cation ceases. The patient is eased 


basic for your hypertensives 


...and a tranquillizer too 


back into the tempo of life — taking 
booster dosage only when needed. 


*Rautensin is the alseroxylon frac- 
tion of Rauwolfia serpentina that 
contains reciprocally potentiating 
hypotensive and tranquillizing alka- 
loids — free of the inert elements 
and the yohimbine-like alkaloids of 
the whole root. 


Indications: Neurovascular tension states 
leading to essential labile hypertension, 
tachycardia, vertigo, palpitations, insom- 
nia, tension headache and certain neuro- 
dermatological and gastrointestinal dis- 
orders. 


Formula: Each tablet contains 2 mg. 
of purified Rauwolfia serpentina alkaloids 
(alseroxylon fraction). 


Dosage: For the first 20 to 30 days, 2 tab- 
lets once daily, preferably on retiring; 
thereafter, the maintenance dose of 1 
tablet daily suffices for most patients. 


RAUTENSIN ® tor the hypertensive and the hypertense 


SmitH-DorseEy * Lincoln, Nebraska °* a division of The Wander Company 


For 16 outbreaks, although food was 
suspected to be the vehicle of infection, 
no specimens were available for bacterio- 
logical examination, and no specific item 
was incriminated. In other outbreaks 
there was sufficient evidence that a par- 
ticular food was involved but in many 
instances none was available for labora- 
tory tests, or, on testing, no pathogenic 
organisms were found. The average in- 
cubation period was found to be much 
longer than the 4 to 6 hours usually 
found in staphylococcal food poisoning. 

his suggests food infection, some of 
which may have been salmonella infec- 
tions. As suspected vehicles, poultry meat 
was mentioned almost twice as often as 
any other food, followed by beef, and a 
few each of creamed filled pastries, fish, 


and creamed meat or salads. 

Five outbreaks probably of viral origin 
were reported, 2 in schools, 2 in institu- 
tions, and 1 in a mountain camp. Viral 
studies were done in at least two but in 
none was the etiology definitely estab- 
lished. However, investigations did rule 
out food and water as vehicles of infec- 
tion. One large outbreak occurred among 
the general population in Ohio and was 
spread by personal contact to approxi- 
mately 3,000 persons. 


ANIMALS AS SOURCES OF 
HUMAN DISEASE 


Animals are important factors in dis- 
eases of man in several respects. They 
may be reservoirs of infection which may 
be transmitted to man by direct or indi- 
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Wha 


analgesic? 


ys 


Sp e w d acts faster than codeine plus APC— 


usually within 15 minutes*? 


codeine plus APC—usually for 6 hours 
with virtual freedom from constipation"? 
Average adult dosage, 1 tablet q. 6 h. Sup- 


plied as scored, yellow oral tablets. 
habit-forming. 


1. Blank, P., and Boas, H.: Ann. West. Med. & Surg.6:376,1952., 
2. Piper, C. E., and Nicklas, F.W.: Indust. Med. 23:510, 1954. 


*U.S. Pat. 2,628,185 


you want 


(Salts of Dihydrohydroxycodeinone and Homatropine, plus APC) 


\ Botat ther coding plus APC 


ENDO LABORATORIES INC. Richmond Hill 18, New York 


May be 


Literature? Write— 


rect contact. Animal products in the form 
of food (meat, milk, and eggs) may also 
be sources or vehicles of infection. Some 
animal products (hides, hair, and wool) 
may harbor pathogenic organisms which 
can infect man. 

The importance of animals as sources 
of infection for man is shown by the fact 
that 80 different diseases may be trans- 
mitted to man. Nearly one-half of the 
diseases listed for reporting by States to 
the Public Health Service are in this 
category. The wide distribution of some 
of these infections is shown by the fol- 
lowing figures: 48 States reported human 
cases of brucellosis in 1954, 41 reported 
tularemia, 38 reported Rocky Mountain 
spotted fever, and 32 reported one or 
more cases of psittacosis. 
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Animal food products such as meat, 
milk, and eggs may not only serve as 
vehicles of infection from the animal to 
man but they also are excellent media for 
the growth of bacterial agents. Poultry 
meat and eggs are occasionally sources 
of infection, mostly salmonella infections, 
or are contaminated during the period of 
preparation by organisms causing food 
intoxication or food infection. 

In 1955, there were 30 such outbreaks 
reported in which about 1,600 cases of 
illness occurred. Of these, 25 were asso- 
ciated with meat and 5 resulted from 
eggs. Seven outbreaks, 4 from poultry 
meat and 3 from eggs, involving 162 
cases resulted from salmonella infections. 
Of those associated with meat, the sources 
were unknown but epidemiological inves- 


tigations revealed lack of adequate 1<- 
frigeration. In one the meat was probally 
contaminated by a carrier. However, this 
was not definitely established because 
three organisms were isolated, none |e- 
ing from the meat itself. 

S. pullorum was isolated from frozen 
eggs associated with one outbreak. In 
another, the organism was not isolated 
from eggs but there was good evidence 
that they were contaminated with \S. 
thompson. In the third outbreak, there 
was insufficient evidence of contamination 
in the eggs although they were eaten |\y 
all those affected. 

Fourteen outbreaks were from stapliv- 
lococcal enterotoxin, 1 from streptococ- 
cus, and 7 were of unknown etiology. As 
would be expected in the staphylecoc: 
poisonings, improper food handling was 
a common finding. Many of those with 
unknown etiology probably were 
monella infections because the incubation 
periods were longer than is usually asso- 
ciated with staphylococcal poisoning. 


MISCELLANEOUS OUTBREAKS 


Three outbreaks of meningitis were re- 
ported. One was among preschool and 
school children in western North Caro- 
lina. Another affected two children in a 
family in Utah. The other occurred 
among Indians on a reservation and in- 
volved eight persons during a 2-week 
period. 

Although two outbreaks of encepha- 
litis occurred among pheasants, no out- 
breaks of infectious encephalitis were re- 
ported in humans during 1955. The prev- 
alence of the disease in California, where 
it is endemic during the summer months, 
was markedly lower in 1955 than in 1954. 
A few laboratory confirmed cases of 
arthropod-borne infections were received 
from various parts of the country. East- 
ern equine encephalitis virus was isolated 
from pheasants in two outbreaks. One of 
these outbreaks was in Florida, but cold 
weather set in and no mosquitoes could 
be collected: for laboratory tests. The 
other outbreak was in North Carolina 
where several hundred horses and mules 
died as a result of the disease. The virus 
was also found in mosquitoes. 

Outbreaks of diarrhea among newborn 
infants were reported by three States. 
Thirty-seven infants in six hospital nurs- 
eries developed the disease from contact 
with a carrier or improper sterilization 
procedures or both. E. coli was foun! 
in specimens of patients in two outbreaks 
and other coliform organisms were foun’! 
in specimens collected in another. No re- 
ports of laboratory examination wer: 
given for the other outbreaks. 

Unusual occurrences of diphtheria were 
reported, particularly during the latte~ 
half of 1955. For the entire year, six 
outbreaks of the disease were reported. 
Most of the cases associated with thes: 
outbreaks were among people in th 
lower socioeconomic group. Immuniza- 
tion levels in the affected areas were 
found to be dangerously low. 

Reports of 13 outbreaks of infectious 
hepatitis were received from five State: 
and Alaska. The mode of spread in most 
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of these was given as personal contact, 
but some spread probably resulted from 
fecal contamination. Poor personal habits 
were given as a possible mode of spread 
in few instances. 

Food was determined to be the vehicle 
of infection in 13 cases in one outbreak. 
\Water was suspected in two outbreaks, 
but there was insufficient evidence to in- 
criininate it. In one, use of unsanitary 
buckets by members of a footbali team 
was considered the source; im the other, 
polluted water from a stream in a picnic 
area, used in making a cold beverage, 
a possible source. 

Five of the outbreaks occurred in hos- 
pitals or institutions. Four were among 
students. The other four were among 
general populations in localized areas. 
Although not an outbreak, 201 cases were 
reported in one city. Of these, 45 were 
disgnosed as serum hepatitis, or there 
was a recent history of contaminated 
necdles and instruments. 


The social 
significance of 
chronic illness’ 


By Lucille M. Smitht 


Every patient with tuberculosis, like 


every patient with a long-term illness, has 
one need which overrides all others: to 
he looked upon as an individual, a whole 
person—not a disease or a stage of a 
disease or the focus of a program. And 
his identification as a person must, of 
course, be specifically related to his fam- 
ily and to the community of which he 
has been and is a part. 

Other needs of care arise from the na- 
ture of the illness as distinguished from 
the characteristics of the individual. Tu- 
herculosis, although still essentially a 
chronic disease, combines some of the 
patterns of both acute and chronic ill- 
ness. The new therapies have introduced 
some possibilities for fairly rapid changes 
in the patient’s physical status; he now 
may experience marked improvement in 
weeks instead of years. Yet, exacerba- 
tions and remissions may occur, and 
treatment must be modified accordingly. 
Thus, the patient’s reactions re- 
sponses to his condition are likely to be 
in a state of flux, and the care he re- 
ceives must accommodate to this flux. 

How extensive is the variety of serv- 
ices that long-term patients require? A 


“Reprinted from Public Health Reports, Sep- 
tember 1956, 

*Mrs. Smith, chief, Health Services Organi- 
zation Branch, Division of Public Health 
Methods, Public Health Service, presented this 
paper at the annual meeting of the National 
Tuberculosis Association in New York City, 
May 23, 1956. Extensive use has been made 
of an analysis of the major elements in long- 
tern care from chapter 1 of “Care of the 
Loug-Term Patient,” a report of the Commis- 
sion on Chronic Illness to ° published shortly. 
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to help 
your 
patients 
past 40 
correct... 


dyspepsia and constipation. 


biliary dyspepsia & constipation 


Rehfuss' has stated that after 40, constipation is “the greatest single medical 
problem” and Shaftel? reports on the exceptional clinical results of Caroid® 
and Bile Salts in chronic constipation typical of this age bracket. 


These cases do not respond to laxatives alone because associated complaints 
of flatulence and indigestion point to biliary dysfunction and digestive im- 
pairment as factors coexisting with constipation. 


Caroid and Bile Salts Tablets are ideally suited for broad coverage in these 
cases. Through their 3-way action, they: 

e INCREASE BILE FLow 

¢ IMPROVE DIGESTION 

¢ PROVIDE GENTLE LAXATION 


Tablets of Caroid and Bile Salts with Phenolphthalein have been clinically 
established and proved over the years. Try them in your next case of biliary 


Available — bottles of 20, 50, 100. For professional samples address: 
American Ferment Company, Inc., 1450 Broadway, New York 18, N. Y. 


1. Rehfuss, M. E.: Indigestion, Philadelphia, W. B. Saunders Co., 1943, p. 322. 
2. Shaftel, H. E.: J. Am. Geriatrics Soc. 1:549 (Aug.) 1953. 


committee at the 1954 National Confer- 
ence on Care of the Long-Term Patient 
listed 30 needs, several, or even all, of 
which a long-term patient will require 
while at home, or while in a_ hospital 
or some other type of institution. This 
list shows not only the complexity of the 
patient’s needs but the formidable prob- 
lem of community organization required 
to assure ready availability of the serv- 
ice indicated (see inset). 

We need to appreciate fully that the 
entire problem of long-term care is not 
a collection of separate problems to be 
solved one by one in simple progression. 
For the community, as for the individual, 
long-term illness presents a complex of 
needs so interrelated that many require 
simultaneous attention. And simultaneous 


attention is possible only if the major 
elements of the problem are widely rec- 
ognized and their relationship under- 
stood. 


30 NEEDS OF LONG-TERM PATIENTS 
Medical supervision 

Drug and diet therapy 

X-ray therapy 

Surgery 

Psychiatric treatment 
Rehabilitation 

Dental treatment 

Social service 

Bedside nursing 

Physical therapy 

Appliances 

Training in the use of appliances 
Occupational therapy 


79 


t= 
uN 
i 
ny ‘ 
as 
4 
h 
i- 
m 
. 
d 
| 
> 
CAROID AND /SBILE SALTS totic 
3 


DESITIN" 


OINTMENT 


dermatitis. 


NEW and specially formulated 
for more effective and 


sustained relief in 


anorectal conditions 


Outstanding Advantages: (1) a special tacky consistency 
for prolonged efficacy. (2) a unique wetting agent for 
intimate, thorough coverage. (8) Norwegian cod liver 
oil to stimulate healing. | 
Formula: RECTAL DESITIN OINTMENT contains high grade 
Norwegian cod liver oil, zine oxide, lanolin, taleum, sodium lauryl 


sulfate, petrolatum q.s. Does not contain local anesthetics, narcot- 
ics, or “caine” drugs which might mask serious anorectal disorders. 


Available on your prescription in tubes of 1% 02., with a safe, flexible applicator. 


Liberal sample supply on request. 
DESITIN CHEMICAL COMPANY 


New RECTAL DESITIN OINTMENT is not to be confused with regular DESITIN OINTMENT. 


RECTAL DESITIN OINTMENT affords unusually effective 
relief from pain, irritation, inflammation, itching, con- 
gestion, and discomfort in non-surgical hemorrhoids, 
anorectal irritation, pruritus, uncomplicated fissures, 
proctitis, inflammatory cryptitis, papillitis and perianal 


Providence, R. I. 


Training in self-care 

Vocational counseling 

Education 

Religious opportunities 

Vocational training 

Sheltered work, at home or elsewhere 

Personal adjustment training 

Homemaker service 

Transportation 

Financial aid 

Assistance in obtaining adequate hous- 
ing 

Foster home care 

Legal aid 

Convalescent care under medical su- 
pervision 

Custodial care 

Counseling to modify the family’s and 
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the patient’s attitude toward chronic ill- 
ness 
Friendly visitors or volunteer corps 


ELEMENTS OF LONG-TERM CARE 


First of all, there is the relationship 
of tuberculosis and general medical care: 
Each requires integration with the other. 
Second, rehabilitation must be incorporat- 
ed within all phases of care. Third, we 
must genuinely ask ourselves: Is institu- 
tionalization the primary solution to the 
problem? The fourth major element 
concerns mental health: How can we 
refocus the objectives of both tubercu- 
losis and mental institutions so that ade- 
quate mental health services are available 


in tuberculosis hospitals and adequate 
care for tuberculosis in mental hospi- 
tals? Fifth, how can we improve and 
extend present, and develop new, mears 
of financing long-term care? The sixth 
element is that of increasing the numbers 
of trained personnel and improving the 
quality of their training. Seventh, every 
community, and local, State, and national 
health and welfare organization nec«|s 
to improve ways to coordinate facilities 
and services for tuberculosis patietis. 
Eighth, there is need of accelerating in- 
provements in attitudes toward tuberc:- 
losis, and, indeed, toward all long-term 
illness. Finally, broad measures are nec |- 
ed to produce additional facts on the ex- 
tent of the problem and the utilization 
of medical care resources for long-terin 


care. 


NTEGRATION WITH GENERAL 
MEDICAL CARE 


Medical care has been geared to shot t- 
term illness except in special facilities 
devoted to particular categories of long- 
term illness, such as tuberculosis. 

A. general hospital, for example, is 
likely to operate at a tempo primarily 
designed for emergencies, a tempo quite 
unsuited to the chronically ill. Further, 
professional interest tends to gravitate 
to the acutely ill except in hospitals with 
a well-rounded and active teaching pro- 
gram. Attention to the nonacute phases 
of chronic illness is inclined to be tran- 
sient and minimal, and professional serv- 
ices to the long-term patient are often 
meager. In the past, this has resulted in 
the all too familiar practice of excluding 
tuberculosis patients from general hospi- 
tals. Sometimes, unhappily, it has  re- 
sulted in substandard tuberculosis care 
in those few general hospitals which do 
accept such patients. 

But one should not assume that neg- 
lect of long-term illness will be corrected 
by further separation of the long-term 
patient from general medical care. On 
the contrary, prevention and care ol 
chronic ills should be an integral part of 
general medical care. 7a 

An encouraging move in this direction 
is the slowly developing program tor 
routine chest X-rays of all persons ad- 
mitted to general hospitals. About 24 
percent of all general hospitals have 
such programs, according to reports [0 
the American Hospital Association for 
1954 (1). If this program is used to de- 
tect early tuberculosis among persons no! 
yet aware of symptoms, it will be a valit- 
able means of integrating general an 
long-term care. If, however, the program 
is used to expedite the transfer from the 
general hospital of all patients new'y 
discovered to have tuberculosis, it w:'! 
serve further to separate the two. 


REHABILITATION 

Failures with regard to rehabilitati 

are of two kinds. 
Few think of rehabilitation as an ie 
tegral part of care. Few discern its im- 
portant implications for prevention. 
Rather, it is conceived of as a definitive 
action to be tacked on at the end ot 
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definitive medical care. 

Moreover, many people think that re- 
habilitation is necessarily expensive, that 
it calls for the elaborate equipment and 
specially trained personnel of the reha- 
hilitation center. For some patients, to 
be sure, it is. But such outstanding au- 
thorities as Rusk and Kessler repeatedly 
assert that much rehabilitation is accom- 
plished by simple methods — methods 
based on an understanding of man’s emo- 
tional makeup. Nevertheless, it is still 
commonplace for a patient with tubercu- 
losis to be hurried into a sanatorium be- 
fore satisfactory plans are made for the 
support of his wife and children, before 
he has been assured that his family has 
not contracted the disease, before he has 
had fully explained to him what his regi- 
men is to be. 

Suppose his disease is discovered in an 
occupational health survey in a factory 
where he has just got a job after a long 
period of unemployment. Probably he 
will resist violently an abrupt recommen- 
dation that he be hospitalized. If he has 
recently been promoted, or had some 
other long overdue good fortune, he will 
need time to become accustomed to the 
idea that he is in trouble. 

If he enters the institution and finds 
that it has rigid and arbitrary visiting 
hours and that he has arrived just after 
one of them, he may suffer unnecessary 
aiguish before he can see his wife again. 
Such incidents typify unnecessary haz- 
ards to restoration of his health. 

These incidents represent not so much 


failure on the part of individual pro- 


viders of health services, but faulty pol- 
icy—in the welfare or health depart- 
ment, the factory, the hospital. They 
point up neglect of rehabilitation possi- 
bilities per se. They demonstrate failure 
to recognize that rehabilitation can pre- 
vent further deterioration; that proper 
preventive measures often obviate the 
need for rehabilitation and reduce the 
need for treatment; that prevention, care, 
and rehabilitation are inseparably inter- 
twined. 


HOME CARE SERVICES 

Institutional care as the solution to 
long-term care problems has long been 
overemphasized. Even though less than 
one-fourth of our long-term patients are 
in hospitals and other medical institu- 
tions, many who are in such places could 
be cared for as well or better at home. 
Construction of some additional medical 
treatment facilities is still needed, par- 
ticularly for patients needing rehabilita- 
tive services and those whose need is 
primarily for skilled nursing care. But 
more and more beds for long-term care 
will not provide the care needed. 

Private practitioners and administra- 
tors of general, tuberculosis, chronic, and 
mental hospitals verify this fact: There 
are in institutions large numbers of pa- 
tients whose requirements for care could 
be better met in the home, if nursing 
and other services could be made easily 
available to them—a Gatch bed for the 
tuberculosis patient ; someone to give him 
an intramuscular drug; someone to help 
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and 


therapy: 


Some common indications from more 
than 100 diseases in which you can 
expect rapid effects from short-term 


HP*ACTHAR Gel is the most widely used 
ACTH preparation— 

HP*ACTHAR Gel has the greatest volume 
of clinical experience— 


HP*ACTHAR Gel is regarded as the 
international standard of potency — 


has a safety record unmatched by any other 
| drug of comparable power, scope and action. 


Allergies, including Asthma 
Drug Sensitivities 
Penicillin Reactions 


HP*ACTHAR Gel is The Armour Laboratories Brand of Purified 
Repository Corticotropin (ACTH) 


*Highly Purified 


A. THE ARMOUR LABORATORIES 
© A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 


him in and out of bed occasionally ; 
someone to shop for the housewife with 
tuberculosis. 

The story is repeated over and over. 
As soon as one important need of the 
patient develops that the family cannot 
meet, he is placed in a hospital or in 
some other institution, and then what 
happens? Once the admission occurs, his 
place in the home may be lost forever. 
The doctor and social worker who later 
try to help the patient and his family 
plan for his return find that the read- 
justments he must make are insuperable. 

Home care is one antidote to overin- 
stitutionalization. One of the most con- 
structive steps a community can take is 
providing a generous measure of the 


services which will enable families to 
care for their own at home. Each com- 
munity will need to determine for itself 
what services should be offered and by 
whom. The most frequent and perhaps 
the most important service is that of the 
visiting nurse, providing bedside care. 
Other important home services would 
include social casework, physical and 
occupational therapy, homemaker serv- 
ice, friendly visitors, and the loan of 
wheelchairs, hospital beds, and bedside 
equipment. These services may or may 
not be integrated into a fully organized 
home care program; but if the services 
are easily available, if administrative ob- 
stacles to their use can be removed 
through skillful community organization 
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mild and 
effective 


Dartussin 


Dartussin is a pleasant tasting, 
readily accepted, mildly expecto- 
rant cough syrup. In Dartussin 
are 13 familiar ingredients*—each 
selected for its recognized effec- 
tiveness in the relief of coughs and 
hoarseness due to common colds. 
Mild and effective, Dartussin 
aids in “loosening” the cough 

yet helps to sooth the irri- 

tated membranes. And Dar- 

tussin is safe... it contains 


no narcotics, no chloroform. 


for Coughs usual doseage is 


one-fourth to one-half teaspoon- 


ful every 3 or 4 hours. Available 
in handy 2-once purse or pocket 
size, or in 4-ounce home size. 


DARTUSSIN 


*Dartussin contains these 13 effective ingredients: 


White Pine Bark 

Wild Cherry Bark 
Horehound Herb 
Cardamon Compound 


Blood Root 

Licorice Root 

Balm of Gilead Buds 
Honey 

Menthol 


Dartell Laboratories 


1226 South Flower Street «+ 


los Angeles 15, California 


Have Dartussin available for your 
patients. Order now. 


2 OZ. SIZE 
LIST PRICE 


$00 


Eucalyptus 
lodine 
Glycerine 
Simple Syrup 


4 SIZE 
LIST PRICE 


$700 


and, if practitioners of medicine are fully 
informed about these services and will in 
fact make full use of them, then the 
community can make substantial prog- 
ress in preventing unnecessary and un- 
wise institutionalization. 

A word of caution is indicated con- 
cerning the concept of home care. This 
phrase to some means simply care at 
home for the nonhospitalized tubercu- 
losis patient. To others it means some- 
thing more comprehensive, such as “or- 
ganized programs having centralized 
responsibility for the administration and 
coordination of services to patients and 
for providing the minimum of medical, 
nursing, and social services, and essen- 
tial drugs and supplies” (2a). Both kinds 
of home care have their place in a com- 
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munity. Of 11 organized home care pro- 
grams in the study made by the Public 
Health Service and the Commission on 
Chronic Illness (2b), patients with tu- 
berculosis were under care in 5. 


EXAMPLES OF GOOD HOME CARE 


The following case shows how a good 
home care program, administered by a 
general hospital under Jewish auspices 
in a large midwestern city, has served 
a patient with tuberculosis. 

Following X-ray examination in a mo- 
bile unit, Mrs. A., age 33, was told she 
had active pulmonary tuberculosis. The 
public health nurse in her followup visits 
was met with denial of the diagnosis. 
Mrs. A. adamantly refused to consider 


the necessity for care in a State sana- 
torium 240 miles away from home. Fi- 
nally, she consented to discuss the pos- 
sibilities for care in the home care 
program of a private general hospital. 

In discussion with the home care social 
worker, Mrs. A. continued to deny the 
diagnosis of tuberculosis. At the same 
time, however, she expressed her dual 
fears of infecting her young adojted 
sons, ages 5 and 7, if she remained tear 
them, or of crippling them psychological- 
ly if she left them for an extended pe- 
riod for medical care. 

Mrs. A. is an intelligent person of 
broad interests, a highly skilled commer- 
cial artist, whose primary interest is |er 
family. She had experienced many ¢oin- 
plications in achieving the adoption of 
her two sons, brothers who had previcis- 
ly been in several homes. These younsg- 
sters had barely acquired a degree of 
security with their adopted parents. \irs. 
A.’s husband, an auditor, had a position 
which often kept him away from home 
except for weekends. Their income was 
about $5,000 a year. They were buying 
a 4-bedroom home in a suburb. 

With trepidation, Mrs. A. decided to 
risk intensive study in the general hos- 
pital to see if she could be attended 
properly in the home care program. A 
10-day study in the hospital revealed jar 
advanced tuberculosis with cavitation in 
the left upper lobe. Sputum was positive. 
Treatment requirements included: regu- 
lar medical supervision; complete led 
rest in a room to herself with bathroom 
privileges; isolation, for example, no 
visitors in her bedroom; relief from all 
household responsibilities ; and most im- 
portant, full cooperation of the patient 
in following these requirements. 

In this home care program, the medi- 
cal chief, after staff conference, makes 
final judgment on the willingness and 
ability of his patient to give full coopera- 
tion. After much discussion with Mrs. 
A., he decided that she wanted to and 
would follow his recommendations at 
home. 

The social worker with the family had 
found that Mr. A. and the children bhe- 
lieved that they could live with Mrs. A. 
and help her follow medical recommen- 
dations. Physical arrangements in the 
home were excellent. A full-time home- 
maker—capable of managing both tlie 
household and the two children—was 
found to live in. The visiting nurse 
could reinforce with home teaching tle 
doctor’s instructions. The social worker 
would visit regularly and be on call. The 
home care doctor would pay perio:lic 
visits to the home. 

This patient went home from the hos- 
pital on October 1, 1954. The children 
had a small dining table in the hall ow'- 
side her room. They had their meals «t 
the same time she did. Their chairs were 
always in the same place for short j«- 
riods of conversation. Her quiet pericis 
coincided with their school hours «il 
bedtime. 

This was a limited type of life for 4 
vital woman such as Mrs. A. By sprinz, 
she longed for her usual garden activities 
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and friends. Her doctor began to au- 
thorize graduated activities. For exam- 
ple, she was permitted to have tea with 
some of her neighbors, who sat in the 
yard outside her window while she re- 
mained in her bed. 

By August, 1955, Mrs. A.’s sputum 
was negative. By November 1955, she 
was readmitted to the general hospital 
for chest surgery. A left upper lobec- 
tumy was performed. She continued to 
make excellent progress and in May 1956 
was discharged from the home care pro- 
gram. 

The strength and unity of this family 
lave been greatly protected and pre- 
served in this period of grave illness. 
Fyven so, the two children, as well as 
Mrs. A., are now. overconscious of 
health. The children show some fear for 
their mother’s health. She in turn does 
nore for them at this time than most 
& and 10-year-olds need. The social 
\.orker in the home care program will 
continue to work with Mrs. A. to aid 
in her efforts to reach a better balance 
in helping her children achieve normal 
crowth to independence. 

For those who may be moved to ex- 
plore the possibility of a home care pro- 
gram in their own communities, guide- 
lines for establishing such programs are 
published by the Public Health Service 
and the Commission on Chronic IIIness 
(2b). 


MENTAL HEALTH 

While prodigious sums are spent for 
maintenance of mental patients, compara- 
tively little is spent on treatment and 
study of mental ills. 

Many patients with a primary diag- 
nosis, such as tuberculosis, also suffer 
mental illness. In fact, sooner or later 
most long-term patients develop emo- 
tional afflictions. In short, mental illness 
permeates the entire field of chronic ill- 
ness. In mental hospitals there is too 
little treatment of tuberculosis; in tuber- 
culosis hospitals, too little emphasis on 
psychiatric care. The major need for im- 
proving this situation is a vast increase 
in community mental health services and 
an overhaul of mental institutional serv- 
ices with an active program of therapy 
as the core of the program. Improve- 
ments in comprehensive care for tubercu- 
losis patients also will moderate many of 
their mental stresses. 


MONEY 

The financing of care for tuberculosis 
presents a paradox. Not enough money 
is being devoted to such care; yet a 
considerable portion of that which is 
spent is not used effectively. As the 
Commission on Chronic Illness says in 
its report, Care of the Long-Term Pa- 
tient (3a) : “Because of inertia, outmoded 
practices persist; because of timidity, 
measures demonstrated to be practical in 
some communities are slow to spread to 
others; because of frugality, approaches 
are adopted that prove to be ‘penny-wise 
and pound-foolish’; because of vested in- 
terests, the status quo is maintained when 
fairly thoroughgoing realignment of 
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antimicrobial that . . . 


in acute and chronic pyelonephritis, cystitis and prostatitis 


freedom 


from pain, infection and resistant mutants 


“Frequently, patients reported symptomatic improvement within 
24 hours.”! Furadantin “may be unique as a wide-spectrum 
does not invoke resistant mutants.”’2 


Comparative Sensitivity to Furadantin of Infectious Microorganisms 
Isolated over a Two-Year Period® 


Moderately 
Sensitive* sensitive* Resistant* 
Total 
Microorganism no. Per cent Per cent Per cent 
strains | No. | of total | No.| of total | No.| of total 
Proteus vulgaris 237 209 88.2 28 11.8 0 0 
Escherichia coli (including 
paracolon bacillus) 281 255 $2.7 23 8.2 3 1 
Aerobacter aerogenes 223 183 82.1 40 17.9 0 0 
Streptococcus faecalis 160 155 96.7 5 3.4 0 0 
Pseudomonas aeruginosa 101 5 5.0 40 39.9 56 55.4 
Micrococcus pyogenes var. 
aureus 6 6 100 0 0 0 0 
Klebsiella pneumoniae 3 3 | 100 0 0 
Alcaligenes faecalis 2 2 100 0 0 0 0 


FURADANTIN DOSAGE: 

Average adult dose is 100 mg., 
q.i.d. (at mealtime, and on retiring, 
with food or milk). Average daily 
dosage for children is 5 to 

7 mg./Kg. in four divided doses. 


*Organisms inhibited by 100 utg./mi. or less are classified as sensitive, by 200 to 400 
ug/ml. as moderately sensitive, and those not inhibited by 400 g/ml. as resistant. 


REFERENCES: 1. Trafton, H. M., et al.: N. England J.M. 282:383, 1955. 2. Waisbren, B. A., and 
Crowley, W.: A. M.A. Arch. Int. M. 95:653, 1955. 3. Sch 


Furadantin 


S.S.: Antibiotics 3:212, 1956. 


BRAND OF NITROFURANTOIN 


EATON LABORATORIES 
Norwich 


New York Supp.iep: 
Tablets, 50 and 100 mc., 

(Caton) bottles of 25 and 100. 
Oral Suspension, 5 mc., 

at per ce., bottle of 118 cc. 


NITROFURANS—a new class of ti 


nor 


methods of providing and financing serv- 
ices would be more economical. .. . 

“As voluntary health insurance con- 
tinues to grow, more money will be 
available for the care of those who can 
afford to pay the basic premiums. Trends 
are in the direction of extending cover- 
age and modifying policies in ways that 
will benefit the long-term patient; but 
large groups of these patients are still 
excluded from the bulk of private in- 
surance and from nonprofit voluntary 
prepayment plans.” 

The limitation of insurance on pre- 
existing conditions is one example of an 
exclusion that adversely affects the pa- 
tient with tuberculosis; another is the 
common 120-day limitation on hospital 


care. 


“Government funds are frequently held 
to a parsimonious level, reflecting the 
traditional philosophy of providing 
minimum subsistence and care rather 
than reconstruction of the health of the 
person. All too often public monies are 
made available in ways that practically 
preclude their more effective use. The 
manner in which they can be spent may 
be so restricted by law that they can 
pay for some services but not necessar- 
ily the kind of service the patient needs. 
Government often waits until the patient 
is reduced to the level of public assist- 
ance, missing earlier opportunities to 
halt the deterioration of his health. This 
in spite of the fact that many programs 
which are adequately supported are dem- 
onstrating good results” (3b). 
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29,624,500* 


Professional Printing Company, Inc. 
AMERICA’S LARGEST PRINTERS TO THE PROFESSIONS 
1313 Fourth Avenue, New Hyde Park, N. Y. 


"Thali how many we printad in plus. the other 


Although private charities cannot 
carry a major share of the operating 
costs of care of the long-term patient, 
their use of “venture” capital has been 
a unique contribution in developing 
counseling services, homemaker services, 
and home care programs. Such pilot 
demonstrations may be used to muster a 
greater degree of public support. 


PERSONNEL 
For long-term care, probably the most 
serious personnel needs are: general 


practitioners ; psychiatrists; specialists in 
pulmonary medicine and in_ physical 


medicine and rehabilitation; public health 
physicians; nurses, particularly the pub- 
lic health nurse giving bedside care and 
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the practical nurse; trained attendants; 
medical and psychiatric social workers; 
occupational, physical, and speech ther- 
apists; and vocational counselors. Most 
of these shortages are not due primarily 
to insufficient capacity of professional 
schools. The schools ‘which offer training 
for most types of the needed personnel 
report a lack of students. 

A few facts on the availability of one 
class of needed personnel—the medical 
social worker—will suffice to illustrate 
the seriousness of these shortages. These 
facts are available from a joint study by 
three organizations: the American Hos- 
pital Association; the medical social work 
section of the National Association of 
Social Workers; and the Public Health 
Service. It is to be published this fall. 


One in every three hospitals for tu- 
berculosis and other long-term patients 
has a social service department, but only 
1 in 8 hospitals for short-term patients, 
Perhaps, for long-term patients this 
sounds reassuring. Nevertheless, the 
sober fact remains that 65 percent of 
the 410 tuberculosis hospitals have no 
social worker; 24 percent have only 1 
worker; and only 7 percent have mure 
than 3 social workers. 

Considerably more patients receive -o- 
cial services in tuberculosis hospitals 
than in general hospitals. But even in 
the tuberculosis hospitals, only 35. por- 
cent of those in hospitals with social 
service departments receive this type of 
service; these amount to 20 percent of 
patients in all tuberculosis hospitals. 

The proportion of graduate social 
service personnel is somewhat less in {u- 
berculosis hospitals, 60 percent, as co:n- 
pared with 62 percent in general |ws- 
pitals for short-term patients, and 73 
percent in general hospitals for long- 
term patients. 

Other findings suggest that 
service departments in tuberculosis hws- 
pitals may not be as well integrated with 
other departments as are departments in 
general short-term and long-term hos- 
pitals. Conspicuous contrasts are shown 
by the participation of social work de- 
partments in such activities as meeting 
with hospital administrators and ward 
rounds. Seventy-one percent of the de- 
partments in tuberculosis hospitals had 
met with the hospital administrator, as 
contrasted with 90 percent in general 
long-term hospitals. On ward rounds: 27 
percent of the departments in tubercu- 
losis hospitals had participated in ward 
rounds, as contrasted with 62 percent in 
general long-term hospitals. Twenty- 
eight percent of the departments in tu- 
berculosis hospitals make no reports to 
the hospital administrator as compared 
with 7 percent of each of the other types 
of hospitals. 

With respect to specialty consultations, 
the proportion of departments having 
psychiatric and other medical specialty 
consultations is substantially smaller in 
tuberculosis hospitals than in the other 
types of hospitals. 

These findings suggest the desirability 
of special efforts by voluntary and o!- 
ficial agencies to strengthen existing ac- 
ministrative relationships through such 
measures as special studies, consultation, 
and institutes. The need for addition: 
scholarship aid for both the first and sec- 
ond year of graduate training is equa!!\ 
obvious if the tuberculosis hospitals are 
to be adequately supplied with graduiic 
social work staff. 

Not only must the numbers of mo-t 
health personnel be increased, but educ.:- 
tional programs must be refocused 
produce personnel who will be interest: 
in and equipped to care for long-ter) 
illness. Education for most of these pi 
fessions traditionally has been direct«:! 
to acute illness and has been provid! 
principally in a hospital setting. Intere-' 
and skill in serving patients at home new | 
primary emphasis. 


social 
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COORDINATION OF SERVICES 

Lack of coordination of services in 
some communities is greater than the 
lack of money. One cannot overempha- 
size the importance of good working re- 
lationships among diverse community 
agencies, facilities, and interests. 

In recent years a promising start in 
coordination and integration has been 
made in many localities. 

In a few scattered communities—Essex 
County, New Jersey; Chicago; Milwau- 
kec; and San Francisco, for example— 
central services for the chronically ill 
have been established under voluntary 
auspices to advise patients, their families, 
and physicians on where various types 
of counseling and referral service can 
he obtained. People can be helped to 
examine various solutions for their prob- 
lem, learn what and where various serv- 
ices are available, what they are likely to 
cost, and which services are available 
without charge or on a part-pay basis. 

\ single source of these counseling 
an’ referral services, however, is most 
unusual. Most victims of long-term ill- 
ness must attempt to make contacts with 
a vast number of programs, agencies, 
and institutions before they can locate 
the specific service needed at a given 
time and, if the cost is beyond their 
means, find a source of funds with which 
to pay. 

Local tuberculosis associations can do 
much to help establish similar services 
in other communities. We have only be- 
gun to tap the possibility of joint financ- 


ing by the voluntary health agencies of - 


much needed community services, of 
which counseling and referral are but 
one example. 

Another type of coordination is. that 
which is possible nationally. The expe- 
rience of the Commission on Chronic 
Illness is a notable example. Born of 
the wish of four national professional 
associations and the Public Health Serv- 
ice to make order out of various un- 
related efforts to improve long-term care, 
the commission has concluded its brief 
but highly successful career. It is grati- 
fying to see some of the forecasts of 
things to come. The American Medical 
Association, for instance, is now publish- 
ing the Chronic Illness News Letter, in 
connection with which it will also serve 
as an information center for the many 
inquiries which the News Letter stimu- 
lates. 

A committee has been appointed to 
develop a program of research and edu- 
cation relating to the aging processes. 
This committee has already begun plans 
with the Public Health Service for ways 
to bring together State medical societies 
and State health departments on projects 
to improve the health of older people. 
Still another committee is reviewing the 
progress being made by the voluntary 
prepayment plans in extending coverage 
to the long-term patient. 

In the field of rehabilitation, the 
American Medical Association has re- 
cently created an intra-association group, 
consisting of representatives of several 
of its councils, to look into the present 


Vou. 56, Nov. 1956 


hemicellulose*. 


peristalsis. 


normalize." 


status of rehabilitation, review existing 
programs and procedures, and suggest 
methods for improvement and coordina- 
tion. Field work by the Council on Medi- 
cal Service is already underway. 

The American Hospital Association 
meanwhile has appointed a Committee on 
Chronic Illness in its Council on Pro- 
fessional Practice. The committee plans 
to publish new materials to (a) further 
accentuate the vital role of rehabilitation, 
(b) answer how-to-do-it questions in- 
cluding those of financing the hospital 
care of the chronically ill, and (c) show 
examples of good programs in action. 

The American Public Health Associa- 
tion and the American Public Welfare 
Association likewise are projecting pro- 


For abnormal bowel physiology use 


L. A. Formula 


It is important, when inducing normal bowel function, to 
supply a non-irritating bulk to the colon, especially in 
those cases‘in which it has been necessary to eliminate 
from the diet the high roughage foods containing irritat- 
ing bulk (lignin and cellulose). 


It has been shown! that the colon resumes a more normal 
peristaltic pattern? when it is supplied with a stool of 
medium soft consistency of sufficient bulk*, especially if the 
indigestible ‘portion of that bulk consists primarily of 


L. A. FORMULA is a vegetable concentrate of naturally 
occurring hemicelluloses. It is derived from blond psyllium 
seed by our special Ultra-Pulverization Process and simul- 
taneously dispersed in lactose and dextrose. It provides 
just the moist, smooth, effective® bulk so essential to normal 


Furthermore. L. A. FORMULA is undetectable in fruit juice 
and milk, pleasant tasting in water, and available in 7 and 
14 ounce containers at significantly lower cost-to-patient 


prices. That's why we say "L. A. FORMULA... to 


tO normalize 


1. Dolkart, R. E., Dentler, M., & Barrow, L.L., Illinois M. J., 90:286, 1946 
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3. Wozasek, O., & Steigman, F., Am. J. Digest. Dis., 9:423, 1942 
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5. Cass, L. J. & Wolf, L. P., Gastroenterology, 20:149, 1952 


Formula: 50% plantago ovata coating dispersed in lactose and dextrose. 


Made ty BURTON, PARSONS & COMPANY 
Ouginalors f Fine Hy 
WASHINGTON 9, D.C. 


grams in which the major objective is to 
achieve coordination of services and fa- 
cilities—in itself an example of coordina- 
tion. 


ATTITUDES 

Attitudes toward long-term _ illness, 
warped for generations, are changing as 
its nature and the needs of its victims 
become understood and as methods of 
treatment are learned. Neglect and pes- 
simism are being replaced by an aroused 
social conscience and by confidence in the 
value of treatment and_ rehabilitation. 
The change is not sufficiently rapid or 
extensive, of course, and it needs to be 
accelerated among persons in the health 
professions even more than among those 
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a new topical anesthetic for oral administration 


XY LOCAINE’® VISCOUS asia 


(Brand of lidocaine’) 


the most effective anesthetic 


for the proximal parts of the digestive tract 


® Quick acting with prolonged effect 


® High viscosity and low surface tension permit the 
anesthetic, Xylocaine Hydrochloride, to come into 
i diate and intimate contact with the mucous membranes 


Safe ...nonirritating . . . nonsensitizing. 
®@ Cherry flavored . . . pleasant and easy to take. 


® Xylocaine Viscous has proved valuable in the 
**dumping™ syndrome, hiccup, pyloric spasm caused 


® Contains 2% Xylocaine Hydrochloride in an aqueous solution 
adjusted to a suitable consistency with carboxymethylcellulose. 
Cherry flavored for palatability. 


by peptic ulcer, stomatitis, pharyngitis, esophagitis, 
acute cardiospasm, pylorospasm in infants, 
severe vomiting of pregnancy, esophagoscopy, 
gastroscopy, gastric intubation and gastric lavage. 


Supplied: In bottles of 10C and 450 cc. 
Average Dosage: One tablespoonful, admini d orally. 
Additional information available upon request 


Astra Pharmaceutical 


ducts, Inc., ter 6, Mass., U.S.A. 


*U.S. Patent No. 2,441,498 


in the general population. 

In the past, misconceptions constituted 
the single most important block to 
changing attitudes. Because much long- 
term illness is painful, ugly, depressing, 
and costly, it is still a major feat to gain 
attention and a constructive attitude for 
its victims. 

Nevertheless, negative ideas have yield- 
ed. Long-term illness is no longer com- 
monly regarded as hopeless and the care 
of the long-term patient is becoming a 
successful undertaking. 


NEED FOR ADDITIONAL FACTS 
The final major element in the com- 
munity’s chronic illness program, the 
need for additional facts, should be first. 
Although most families are affected by 
it, we have no accurate up-to-date meas- 
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ure of the dimensions and various char- 
acteristics of long-term illness. Consider- 
able research is being conducted on 
causes of the various chronic diseases 
and better measures for treatment, but 
little attention is given to studies of how 
best to apply what knowledge we already 
have. 

Since 1949, the United States National 
Committee on Vital and Health Statis- 
tics has emphasized the need for more 
adequate information on illness. In 1953 
that group published a blueprint of the 
needs for statistics on illness in the gen- 
eral population (4). In addition to a few 
community studies, the Federal Govern- 
ment is now about to undertake a con- 
tinuing health survey. Data collected on 
a sampling method will provide periodic 
estimates for the country as a whole and 


by regions on the prevalence and _ inci- 
dence of the major categories of sickness 
and disability. 

The information obtained will include 
for each major disease and type of im- 
pairment “such things as number, ace, 
sex, occupation of persons afflicted, t'1e 
duration of disability, the amounts ard 
types of medical or other services :e- 
ceived for, or because of, the illness or 
disability, and ability to work or engae 
in other activities, tor example, the al:|- 
ity to attend school in the case of a child, 
or, in the case of a housewife, ability ‘0 
perform usual household duties” (5). 

These surveys will provide facts mui 
needed to comprehend the problem «of 
chronic illness and to give direction ‘o 
community plans for its solution. 
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Heart disease 


at mid-century* 
Paul D. White, M.D.* 


In this year, still in the middle of the 
twentieth century, our hearts control 
much of our destiny. Diseases of the 
heart and arteries are responsible for a 
very large percentage of the illnesses aiid 
deaths in this country, even among chi'- 
dren and young and middle-aged adul's. 

Despite the slowness with which we 
are moving in our efforts to meet tls 
challenge, really great progress has bein 
accomplished in several directions : 

Cardiovascular syphilis has been almo-t 
wiped out as a result of the remarkal!; 


“Reprinted from Public Health Reports, Av- 
gust 1956. 

+Dr. White is emeritus clinical professor ©! 
medicine, Harvard University Medical Scho . 
He is also executive director of the Natior :! 
Advisory Heart Council and president of 
International Society of Cardiology. The °°: 
yon comments were presented at ti: 
American Heart Association’s dinner for ope 
ing the National 1956 Heart Fund Campaiz:., 
January 31, in Chicago. 
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successful campaign for the prevention 
and early recognition and treatment of 
syphilis itself and the introduction of the 
antibiotics, especially penicillin. Once car- 
diovascular syphilis made up nearly 25 
percent of all cases of heart disease ; now 
it is well under 1 percent. 

Rheumatic heart disease, at one time 
the most common type of all, is on the 
wane. In New England 30 years ago, it 
led all the other kinds of heart disease 
in prevalence. Now it is a poor third, 
Tliis reduction is associated with several 
factors, notably (a) the improvement in 
living conditions and (b) preventive 
measures to control infection by the 
hemolytic streptococcus, largely respon- 
sible for this type of heart disease. 

\nother advance of importance, 
achieved through remarkable development 
in surgery and splendid teamwork be- 
tween physician and surgeon, is the res- 
cue of a great many patients, thousands 
an thousands, afflicted with severe mitral 
stenosis. It is to be hoped that, with the 
reduction of rheumatic heart disease, 
much less need will exist in the future 
for this magnificent surgery of today. 

Subacute bacterial endocarditis, for- 
merly called malignant because it killed 
almost 99 percent of all patients, is now 
not only curable in about 75 to 80 per- 
cent, but can probably be prevented in 
many patients by the use of antibiotics. 
Moreover, as we recuce the incidence of 
rheumatic and congenital heart disease, 
subacute bacterial endocarditis will de- 
cline. 

Other infections responsible for serious 
heart diseases in the past also are becom- 
ing scarce. Included among them is diph- 
theria, which used to be fatal in many 
patients because of its effect on the heart. 

Chronic constrictive pericarditis, once 
incurable, is clinically reversible now in 
more than half the patients by the use of 
surgical techniques developed in the past 
25 years. Its fundamental cause, tubercu- 
losis of the pericardium, should be, along 
with tuberculosis in general, steadily on 
the road to oblivion so that in another 
generation there should be little or no 
demand for such surgery. 


DEAT ‘Hy 


TEN LEADING CAU SES OF 1955 


Death Estimated rates per Percent 
rate 100,000 population — of total 
352.0 Diseases of heart 37.9 
147.6 Malignant neoplasms 15.9 
106.6 Vascular lesions of CNS 11.5 
55.6 Accidents 6.0 
39.8 Certain diseases of early 
infancy 4.3 
as Pneumonia (except of new- 
born) and influenza 3.0 
19.4 General arteriosclerosis 2.1 
15.2 Diabetes mellitus 1.6 
11.9 Congenital malformations Ld 
10.8 Cirrhosis of liver L2 
Source: National Office of Vital Statistics, 


Public Health Service, Monthly Vital Statistics 
Report, vol. 4, No. 13, May 28, 1956 


Thyrotoxicosis used to be the cause of 
heart disease in an occasional patient. 
Now 


as a result of early recognition and 
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a TVCW gerontotherapeutic preparation 
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VISTABOLIC 


The clinical picture of the geriatric patient may be said to be the 
sum total of decades of stresses and strains. Vistabolic® is a new 
gerontotherapeutic preparation designed to help geriatric patients 
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adrenal hormones with Vitamin B.. with Intrinsic Factor Concen- 
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Professional literature available on req 
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much more satisfactory treatment of thy- 
rotoxicosis, heart disease from this cause 
is rare. 

Cor pulmonale, both acute and chronic, 
is on the wane as a result of the lower 
incidence of pulmonary embolism and the 
control of dusty air, indoors and out. 
How much harm smog may be doing is 
not known. 

Even one of the more prevalent and 
serious kinds of heart disease, hyperten- 
sive heart disease, is now beginning to 
yield to treatment. The vigorous attack 
made on hypertension in the last two 
decades through surgery, diet, and the 
use of drugs has been extremely helpful. 


PROBLEMS FOR THE FUTURE 
We haven’t done much about the most 
important heart disease of all, namely, 


coronary heart disease, except that we 
can recognize it more readily than we 
used to, we know a little more about its 
course, and we can treat it more intel- 
ligently. 

Congenital heart disease also remains 
as a great problem for the future. We 
have learned little about it, and we can- 
not prevent it. We know that it can be 
caused by german measles in the mother 
during the first 3 months of pregnancy, 
but there are certainly other factors and 
causes not yet discovered. The one bright 
spot with respect to congenital defects is 
that a number of them can be corrected, 
in whole or in part, by surgery. This in 
itself is, of course, no small achievement. 

Thus, progress against heart disease is 
still far from its goal: prevention of new 
cases and adequate treatment of heart 
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disease where it exists. The major car- 
diac problems are congenital defects, high 
blood pressure, and coronary heart lis- 
ease. I think, too, we must take cog- 
nizance of the problem of apoplexy, or to 
use the longer term, cerebral vascular 
disease, which afflicts so many people 
with or even without high blood es- 
sure. Also, there is much to be «one 
about the prevention of disease of the 
larger arteries, the aorta and the 1) jod 
vessels of the legs in particular. Ar cri- 
osclerotic disease of the kidney is «ill 
another problem that needs much fur:her 
study for the sake of prevention, recog- 
nition, and treatment. We have found 
that it tends to be one of the great ')az- 
ards of old age. Perhaps with its control, 
healthy old age can be prolonged. 

The need for applying, to the hes: of 
our ability, the knowledge we alreidy 
have, in private practice and in commiu- 
nity programs, deserves special attention. 
For example, it is known that the great 
majority of cardiac patients not only can 
work but should work. Physical exercise 
and mental activity are two of the best 
therapeutic measures for patients \ ith 
heart disease. Like persons who are crip- 
pled in other parts of their bodies, car- 
diac patients perform some of the lest 
work in the world. 

In the study of heart disease, the 
epidemiological approach offers opportu- 
nities not otherwise available. This ap- 
proach needs to be used more extensively, 
not only in our own country but world 
wide. The study of the prevalence of the 
various kinds of heart disease in different 
groups and communities here and in for- 
eign lands can be valuable both for the 
people of other countries and for thiose 
in this country. International teams should 
cooperate in the study of heart disease 
so that the situations in one country can 
be compared with those in another. 

Heart programs are among the most 
important health campaigns ever planned. 
Though we may be not one-third of the 
way toward the maximum achievement, 
the years ahead are filled with promise. 
We can protect the hearts of the young 
and the middle-aged with something 
much more substantial than the casual 
advice to “take it easy,” even if that is 
good advice, which it may not always be. 
If we pursue these programs with vigor, 
10 years from now, I venture, we s!ali 
have remarkedly reduced heart discase 
in the young and middle-aged throug) «ut 
the world. 


The health of school 
children and yout!’ 


The school children and youth of ‘\- 
day enjoy a remarkably good state ©! 
health, according to current morta iy 


*Reprinted from Statistical Bulictin, Metro- 
politan Life Insurance Company, August 1% 
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records. The experience among Indus- 
trial policyholders of the Metropolitan 
Life Insurance Company, typical of that 
among the urban wage-earning families 
of the United States and Canada, shows 
that at ages 5-14 years the annual death 
rates in recent years have been only 3 
per 10,000 girls and 5 per 10,000 boys. 
At ages 15-19 years, the corresponding 
annual rates are about 5 for girls and 12 
for boys. 

The trend of the death rates during 
the postwar period shows that, with only 
mi:)or exceptions, there has been a steady 
red.iction in mortality from 1946 to 1955. 
During this period, the declines have 
been relatively more rapid for girls than 
for boys. For all children and youth at 
ages 5-19 years, the death rate in 1955 
was about 40 percent less than in 1946. 

‘cidents constitute the major hazard 
to te lives of children and young people. 
Currently they account for about one 
half of the deaths among boys and for 
one fourth among girls. For boys, espe- 
cially, the accident hazard increases rap- 
idly as they reach their late teens. 

Cancer and its allied conditions (ma- 
lignant neoplasms) rank far ahead of all 
other diseases in the mortality picture 
for children and youth in 1954-55; there | 
has heen a tendency for the death rates 
to rise. For most of the other major 
causes of death among school children 
and youth, the death rates were very low 
in 1954-55—less than 2 per 100,000 in 
most instances. Comparison with the 
record for 1946-47 shows that the major | 
part of the decrease in mortality at this 
stage of life has been due to the con- 
trol of diseases of infectious origin. Only 
one decade ago, tuberculosis was a lead- 
ing cause of death among children; at 
ages 15-19, it then ranked first among 
the diseases in this insurance experience. 
The declines in tuberculosis mortality 
during the decade have been spectacular 
—about 95 percent at ages 10-19 and 85 
percent at ages 5-9. Almost as_ rapid 
have been the mortality reductions from 
the communicable diseases of childhood 
(measles, scarlet fever, whooping cough, 
and diphtheria) and from heart disease, 
most of which is due to rheumatic fever 
at these ages. The death rates from 
pneumonia have been cut sharply, and 
marked reductions have been registered 
for poliomyelitis. 


To fill out the health picture, the mor- 
tality record must be supplemented by 
data regarding illness, disability, and im- 
pairment. Unfortunately, such morbidity 
data are very fragmentary. A_ recent 
survey of physicians in private practice 
in the State of Washington} showed that 
a respiratory disorder—usually a condi- 
tion of the tonsils and adenoids or the 
common cold—was the primary complaint 
among children at ages 5-14 years in 
about one fourth of the home or office 
visits. Accidental injuries—principally 
lacersiions of the face and fractures of 
the npper limbs—ranked next in frequen- 
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cy, accounting for 15 percent of the 
visits. Sizable proportions of the cases 
were reported for eye and ear disorders 
and for allergies—mainly hay fever and 
asthma. It is noteworthy that health 
checkups and immunizations accounted 
for 7 percent of all physician visits for 
children at ages 5-14 years. 


Hospital care for school-age children 
is mainly for surgery, according to the 
experience among dependents of the office 
and field personnel of the Metropolitan 
Life Insurance Company during 1954-55. 
More than one third of the cases were 
hospitalized for accidental injuries, usual- 
ly ambulatory cases treated surgically, 
and about one fifth for operations on the 
tonsils and adenoids. Also important as 
causes of hospitalization were operations 
for appendicitis and for benign tumors 
and cysts. 


Large numbers of children have im- 
pairments requiring rehabilitation and 
care. Orthopedic impairments are esti- 
mated to affect over one million persons 
under age 21, with possibly half this 
number seriously crippled. Many of the 
latter involve a congenital malformation. 
The number of victims of cerebral palsy 
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and epilepsy at these ages, and those with 
serious impairments of vision or hearing 
may reach several hundred thousand. 
There may be more than 500,000 under 
21 years of age with heart disease. 
Mental disorders and mental deficiency in 
childhood and youth constitute a problem 
of significant dimension. 


The children and youth of today are 
benefiting in health from a good environ- 
ment in the home, at school, and at play. 
Equally important are the advances in 
medicine and nutrition that have promot- 
ed their health. Further improvement by 
way of reduction in mortality depends 
primarily on control of accidents and 
chronic disease in children. Accordingly, 
the major goals in child health today 
emphasize the positive factors by which 
children may attain optimal physical and 
mental health. To this end, main reliance 
must be on fostering good habits of 
health, nutrition, and safety. The success 
of efforts in this direction will be greater 
with recognition of the impact of emo- 
tions on attitude and conduct. At the 
same time, increased attention must be 
given to the problems of rehabilitating 
and caring for the children with physical 
and mental impairments. 


Control of the 
infectious diseases* 


During the past two decades epoch- 
making advances have been made in the 
control of the infectious diseases. Among 
persons insured under Industrial policies 
in the Metropolitan Life Insurance Com- 
pany, the mortality from tuberculosis 
and from pneumonia and influenza fell 
nearly 90 percent between 1933-35 and 
1953-55. Almost as rapid has been the 
decline in the death rates from syphilis 
and acute rheumatic fever. The principal 
communicable diseases of childhood— 
measles, scarlet fever, whooping couch, 
and diphtheria—together recorded an 
average death rate of only 0.2 per 100,- 
000 policyholders in 1953-55, and typhoid 
fever and paratyphoid fever a rate of 
less than 0.05. A number of other infec- 
tious diseases, including puerperal septi- 
cemia and erysipelas, have likewise heen 
reduced to vanishing proportions as 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, June 1950. 
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causes of death in this insurance experi- 
ence. 

Extraordinary progress has also been 
made in the control of two diseases— 
smallpox and malaria— which had long 
been major health problems in the United 
States. About 8,000 cases of smallpox 
were reported in our country during 1935; 
in 1955 there was not a single one. Even 
more impressive has been the success 
scored against malaria. In 1935 more 
than 137,000 cases of the disease were 
reported in the United States; 20 years 
la‘er there were only 477 cases reported, 
and a considerable number of these in- 
fections were acquired by members of 
our Armed Forces while serving over- 


\ wide variety of infectious diseases, 
including pneumonia and syphilis, have 
come under a large measure of control 
because of the effectiveness of antibiotic 
therapy. In some diseases—diphtheria 
and smallpox, for example—immuniza- 
tion has been the major factor. In others, 
such as typhoid fever and malaria, 
improved environmental sanitation has 
greatly reduced the sources of infection. 
The specific measures for prevention and 
treatment have been supplemented by 
such general factors as better nutrition, 
more adequate medical and hospital care, 
and widespread health education. 


Despite the outstanding gains made 
against the infectious diseases, they con- 
tinue to be major causes of sickness and 


death in the United States. In 1955 tu- 
berculosis stili accounted for more than 
15,000 deaths, and pneumonia and influ- 
enza for about three times as many. 
The common cold and other respiratory 
conditions, year after year, impose an 
enormous amount of disability. The in- 
fectious diseases take an additional toll 
in less obvious ways. For example, not 
a few children annually are born with 
congenital malformations because their 
motiners had German measles during the 
early months of pregnancy. Then, too, 
infectious disease often hastens the death 
of people with serious chronic diseases. 


Books received 


Books received for review during the 
period from September 5 to October 5, 
1956, are listed below. Reviews will be 
published as space permits. 


Williams OBSTETRICS. By Nicholson J. 
Eastman, Professor of Obstetrics, Johns Hop- 
kins University, and Obstetrician-in-Chief to 
the Johns Hopkins Hospital. Ed. 11. Cloth. 
Pp. 1212, with illustrations. Price $14.00. 
Appleton-Century-Crofts, 35 W. 32nd St., 
New York 1, 1956. 


A Manual of the COMMON CONTAGIOUS 
DISEASES. By Philip Moen Stimson, A.B., 
M.D., Professor of Clinical Pediatrics, Cornell 
University Medical College; Consulting Pedia- 
trician: The New York and Roosevelt Hos- 
pitals and Hospital for Special Surgery (New 
York City), and Meadowbrook (Hempstead), 
Bergen County (Bergen Pines), Norwegian 
Lutheran (Brooklyn), Horton Memoria! (Mid- 
dletown), and St. Francis (Poughkeepsie) Hos- 
pitals; President of St. John’s Guild (The 
Floating Hospital); Formerly, Attending Phy- 


‘sician, The Willard Parker Hospital, and Di- 


rector of the former Poliomyelitis Service of 
Knickerbocker Hospital; and Horace Louis 
Hodes, A.B., M.D., Pediatrician-in-Chief and 
Director of the Department of Pediatrics, Mt. 
Sinai Hospital, New York City; Clinical Pro- 
fessor of Pediatrics, College of Physicians and 
Surgeons at Columbia University; Consulting 
Pediatrician, North Shore Hospital; Formerly, 
Assistant in Pathology and Bacteriology, Rocke- 
feller Institute for Medical Research, Associate 
Professor of Pediatrics, Johns Hopkins Medi- 
cal College, and Director of Sydenham Hos- 
pital, Baltimore: Ed. 5. Cloth. Pp. 624, with 
illustrations. Price $8.50. Lea & Febiger, 
Washington Square, Philadelphia 6, 1956. 


ALCOHOLISM. Edited by George N. 
Thompson, A.B., M.D., F.A.C.P., Associate 
Clinical Professor of Neurology and Psychia- 
try, School of Medicine, University of Southern 
California, Los Angeles, California; Formerly, 
Chief of Psychiatric Service, Los Angeles 
County General Hospital; Psychiatric Con- 
sultant, Department of Corrections, State of 
California; Fellow of the American Psychiatric 
Association; Fellow of the American Academy 
of Neurology. Cloth. Pp. 548, with illustra- 
tions. Price $9.50. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, 
Ill., 1956. 


THE LABYRINTH—Physiology and Funce- 
tional Tests. By Joseph J. Fischer, M.D., 
Clinical Professor in Otolaryngology, School of 
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Medicine, Tufts 


clinic of Vienna. 
trations. Price $6.00. 


University; Visiting Surgeon 
for Otorhinolaryngology, Boston City Hospital; 
former Associate of Adam Politzer and Senior 
Otolaryngologist with Gustav Alexander, Polli- 
Cloth. Pp. 206, with illus- 
Grune & Stratton, 


Fourth Ave., New York 16, 1956. 


PEDIATRICS. 
M.D., Formerly Clinical Professor, 
The University of British Co- 
Ferguson McCreary, M.D., 
Department of Pediatrics, 
Columbia; with 36 
Cloth. Pp. 654, with il- 
J. B. Lippincott Company, 
East Washington Square, Philadelphia, 1956. 


of Pediatrics, 
lumbia; and ] 
Professor and Head, 
The University 
Contributing Authors. 


lustrations. 


THE INITIAL MANAGEMENT OF THO- 
THORACO-ABDOMINAL 

Lawrence M. Shefts, M.D., 
Thoracic Surgery Consultant to Brooke Army 
; Houston, Texas; United 
States Air Force Hospital, Lackland Air Force 
Texas; San Antonio State 
San Antonio, Texas; 
Veterans Administration Hospital, Kerrville, 
Administration Regional Of- 
Texas; Former Thoracic 
Air Force, Randolph 
Randolph Field, Texas; Co- 
Surgery Service, Robert 
(County) Hospital, San An- 
Associate Professor of Surgery 
Texas Medical School 
Robert B. Green Me- 
Antonio, Texas) ; 
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Donald Paterson, 
Department 


Assis- 


University of Nuevo Leon, Monterrey, Mexico. 
Cloth. Pp. 121, with illustrations. Price $6.50. 
Charles C Thomas, 


Pub'isher, 301-327 E. 


rence Ave., Springfield, Ill., 1956. 


Rosenau PREVENTIVE MEDICINE A} 
PUBLIC HEALTH. By Kenneth F. Maxcy, 
Professor Emeritus of Epi- 
Johns Hopkins University, 


M.D., DR. 
demiology, The 


School of Hygiene and Public Health. 


contributing authors. 
Price $15.00. 
32nd St., New York 


with illustrations. 


tury-Crofts, 35 W. 


1956, 


AN ATLAS OF 


sity of Toronto. 


ENVIRONMENT AND THE DEAF 
CHILD. By Steven Getz, Ph.D., School Clin- 
ical Psychologist-Audiologist, 


Ed. 8. Cloth. Pp. 


ANATOMY. By J. C. 
Boileau Grant, M.C., M.B., Ch.B., F.R.C.S. 
(Edin.), Professor of Anatomy in the Univer- 
Ed. 4. Cloth. Illustrated. 
Williams & Wilkins Company, Mount Royal 
and Guilford Aves., 


Baltimore 2, 1956. 
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173. Price $3.75. 
lisher, 301-327 E. 


Ill., 1956. 


ETIOLOGIC 
LITHIASIS. Compiled and Edited by 


Lawrence Ave., 


FACTORS 


Charles C Thomas, 


J. Butt, B.S., M.D., F.A.C.S. Cloth. Pp. 


with illustrations. 


Price $12.50. Charles 
Thomas, Publisher, 301-327 E. Lawrence Ave., 


Springfield, Ill., 1956. 
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Medical Sciences. 
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THE PLACE OF OSTEOPATHY IN 


THERAPEUTICS. By Jocelyn C. P. 


M.A., (Oxon), B.Litt., D.O., M.R.O., 


John Martin Littlejohn Memorial 1 
1953. Paper. Pp. 34. Price two shilli 
sixpence. The Osteopathic Publishing Cor 
20 Buckingham Street, London, W.C.2 
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THE EXPANDING CONCEPT OF OSTE. 
OPATHY. By Willis Haycock, D.O., M.%.0. 


The John Martin Littlejohn Memorial | 
1955. Paper. Pp. 35. Price three sh 
The Osteopathic Publishing Company, 20 
ingham Street, London, W.C.2. 
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20 Buckingham Street, London, W.C.2. 


THE CONTRIBUTION OF JOHN 
TIN LITTLEJOHN TO OSTEOPATH 
1. Edward Hall, D.O., M.R.O. The Joh: 
tin Littlejohn Memorial Lecture, 1952. 


Pp. 42. Price two shillings and sixpence. 


Osteopathic Publishing Company, 20 Br 
ham Street, London, W.C.2. 
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conditions of time, steam and temperature have been achieved. 
Use steriLine Bags as thousands of hospitals are now doing. 


Aseptic-Thermo Indicator Company 
11471 Vanowen St., North Hollywood, Calif. j 
Please send free steriLine Bag samples and prices. 


SEND FOR FREE SAMPLES Name Title 


Address. 
City. Zone. State. 
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YOUNG'S 
2 RECTAL 
teach spastic sphincters controlled relaxation 
. ' : Design, consisting of green cross and gold lettering oi 
Recommended for Dilators is in best quality baked 
®@ Anal Stricture stretcl tight, spastic, or hyper- amel on a heavy bronze convex shield. Washable an: 
© Achalasia trophic anal sphincters . . . reduce weatherproof. 
® Postoperatively tonus . . . induce mild peristalsis Fitted with steel bracket for attachment to license plate 
hemorrhoidectomy . . and train the defecation re- alien 
fistulectomy flex. In graduated sizes for pro- , . 
© Prolapse gressive therapy. FOR INFANTS: | | Recomized by many local 
Constipation Made of flexible rubber. FOR 
CHILDREN AND ADULTS: Made 
Also for: of bakelite. Price $1.50 Postpaid 
Perineal Repair 
Dyspareunia Send for Literature 
American Osteopathic Association 
F. E. YOUNG & COMPANY 212 E. Ohio Street Chicago 11, Illinois 
8057 Stony Island Ave., Chicago 7, Ill. 
Well constructed, strong. 
Will not tip or shake. 
Easy to open and close. om 
Length 69”. Width 22”. —« 
Height 2714”. Weight 40 Ibs. —_ 
Walnut finish. OFFICE 
Simulated leather covering 
Heavy standard padding. 
(Shipping weight 35 to 37 Ibs.) 
Price $40.00 
(Paratex and felt) 2” Paratex padding $10.00 additional 
Unconditional guarantee on workmanship and materials. All items shipped 
f.o.b. from Factory in Kirksville, Mo. Cash must accompany orders. 
American Osteopathic Association 
212 E. Ohio St. Chicago 11, Illinois 
94 Journa A.O..\. 
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new! 
calmative 


nost 


2-ethylcrotonylurea, AMES y 
the power of gentleness 


for relief of daily tensions 


e moderates anxiety and tension 


* avoids depression, drowsiness, motor incoordination 


different! 


-NOSTYN is a new drug, a calmative 
—not a hypnotic-sedative 
—unrelated to any available chemopsychotherapeutic agent 


-no evidence of cumulation or habituation 
-does not cause diarrhea or gastric hyperacidity 
-unusually wide margin of safety—no significant side effects 


dosage: 150-300 mg. three or four times daily. 


supplied: 300 mg. scored tablets, bottles of 48. 


AMES COMPANY, INC ELKHART, INDIANA 


Voi. 56, Nov. 1956 


17656 


Give your patient that extra lift with “Beminal’” 817 
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Changes of address and 


new locations 


to 8300 Telegraph 


Adland, Bernard, from South Gate, Calif., 
Road, Rivera, Calif. 
Adler, Jerome J., from Hollywood, Calif., 
Bivd., Los Angeles 26, Calif. 
Albert, W. Duane, from Los Angeles, Calif., 
Riverside, Calif. 
Anderson, Melvin J., Jr., CCO 
35, Mich. 
Robert J., from 
Blvd., Fort Lauderdale, ia. 
Grand Rapids Osteopathic 
Grand Rapids 6, Mich. 
to 2014 Swiit 


to 3706 Sunset 


to 7453 Potomac, 


16612 Strathmoor, Detroit 


to 1101 W. Broward 

Bakeman, Robert E., cco. "56; 
Hospital, 1919 Boston St., S. E., 

Barnes, William G., from 306 Armour Road, 
Ave., North Kansas City 16, Mo. 

Barnett, "Thomas, es Detroit, Mich., to 22 Warner 
Kansas City 11, 

Bartlett, E. C., Jr., ene, 3021 Central Ave., N.E., 
mond ‘Ave., N. E., Albuquerque, N. Mex. 

Bass, Robert P., Jr., "PCO 55; 5615 Spruce St., 


Bath, Wilmer H., from 505 Fayette St., 

Conshohocken, Pa. 

Benseler, Ted C., from 218 S. Broad St., 
Middletown, Ohio. 

Bergin, Philip S., KC ’55; 227 S. Park View St., 
4, Calif. 

Berry, Thomas Earl, from 3000 Sussex Lane, to 10632 Cimar- 
ron St., Los Angeles 47, Calif. 

Berta, Louis W., from 3 Professional Bldg., to 806 Columbus 
Ave., Bay City, Mich. 

Blind, Charles A., from 609 S. Grand Ave., to 3919 Beverly 
Blvd., Los Angeles 4, Calif. 

Blumberg, Harris, from Bay Village, Ohio, to 5151 Warrens- 
ville Center Road, Maple Heights, Ohio 

Boone, Harry F., III, CCO ’55; Chicago.Osteopathic Hospital, 
5250 S. Ellis Ave., Chicago 15, Ui. 

Bowman, Arthur Lowell, COPS 55: 
Long Beach 15, Calif. 

Boxman, Donald, from Flint, Mich., 
Detroit 21, Mich. 

Briner, Donald H., from Detroit, Mich., 
Dayton 5, Ohio 

Brown, Laurel Joanne, from Glendale, Calif., 

, Redondo Beach, Calif. 

Bruno, Anthony M., from Los Angeles, Calif., 
Garfield Ave., Glendale 5, Calif. 

Bryce, William Charles, COPS ’55; San Gabriel Valley Hos- 

pital, 115 E. Broadway, San Gabriel, Calif. 


Plaza, 


to 118 Rich- 


to 16 N. Clinton St., 


2255 Lakewood Blvd., 
to 17320 Fairfield St., 
to 521 Grand Ave., 
to 1003 Avenue 
to KE. 


Burke, John T., from Grove City, Pa., to Walnut St., Stone- 
boro, Pa. 
Bush, Evelyn R., from Louisville, Ky., to Goodhill Road, 


Westport, Conn. 
Calhoun, C. Morley, from Los Angeles, Calif., 
Drive, Pasadena 2, Calif. 
Calise, Salvatore, i from 3151 Gollihar Road, to Highway 
__ #9, Rural Station, Corpus Christi, Texas 
Calitri, Carmine J., from 6225 Clarkson Ave., to 4663 E. Gage 


to 200 Fern 


_ Ave. Bell, Calif. 
Carnegie, W. B., from Cleveland, Ohio, to 377 Morewood 
Parkway, Rocky River 16, Ohio 


Carneval, Daniel C., from Grove City, Pa., to 3213 W. Ridge 

_ Road, Erie, Pa. 

Carozza, Dino L., PCO ’55; 324 N. 
Ohio 

Carr, Charles L., Sr., PCO ’55; 106 S. Cedar Hollow Road, 

Paoli, Pa. 

Cason, J. H., from Jefferson City, 
Stockbridge, Ga. 

Castle, William G., from Clare, Mich., 
Ave., Kirksville, Mo. 

Castroll, I. W., from Plainfield, N.J., to 690 N. Sam Houston, 
San Benito, Texas 

Catheart, N. H, from Cor. Virginia & Manor Drive, to 827 


W ood ae Box 1026, Dunedin, Fia. 
to 10643 Valleywood 


to 1120 N. Mon- 


Portage St., Doylestown, 


Mo., 
to 918 


to Hampton Road, 


S. Osteopathy 


Chapello, Isabelle, from Chicago, IIL, 
; Drive, Luna Pier, 
Cheverton, William G., 

terey St., 


Mich. 
from Whittier, Calif., 
Alhambra, Calif. 
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Philadelphia | 


to 1301 Fayette St., 


Los Angeles 


When high vitamin B and C levels 
are required give your patient 
that extra lift with “Beminal “817. 


“Beminal” 817—each capsule contains: 


Thiamine mononitrate (B1) occ . 25.0 mg. 
Riboflavin (Bz) 12.5 mg. 
Nicotinamide 75.0 mg. 
Pyridoxine HCl (Be) 3.0 mg. 
Calc. pantothenate 10.0 mg. 
Vitamin C (ascorbic acid) o......ccccceccsssun 150.0 mg. 
Vitamin B.2 with intrinsic factor 
ww /9 U.S.P. Unit 


New improved formula 


Dosage: 1 to 3 capsules daily, or more, depending 
upon the needs of the patient. 


Supplied: Bottles of 100 and 1,000 capsules. 


AYERST LABORATORIES 
New York, N. Y. * Montreal, Canada 2 
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PROVEN 
PAIN CONTROL 


GRADATIONS OF ANALGESIA 


‘TABLOID’ ‘EMPIRIN’ COMPOUND® 


Acetophenetidin gr. 21, Acetylsalicylic 
Acid gr. 34%, Caffeine gr. 1% 


eS ‘TABLOID’ ‘EMPIRIN’ COMPOUND 
CODEINE PHOSPHATE gr. %, No. 1 


‘TABLOID’ ‘EMPIRIN’ COMPOUND 
CODEINE PHOSPHATE gr. Wo. 2 


> TABLOID’ ‘EMPIRIN’ COMPOUND 
with CODEINE PHOSPHATE gr. 2, No. 


‘TABLOID’ ‘EMPIRIN’ COMPOUND 
with CODEINE PHOSPHATE gr. 1, No. 4 (Ny 


(N) subject to Federal Narcotic Law 


& BURROUGHS WELLCOME & CO. (U. S. A.) INC. 
Tuckahoe, N. Y. 


Church, William Kimball, from 76-78 Mississaga St., W., to 
78 Matchedash St., N. Orillia, Ont., Canada 

Clark, Darrel C., from Dove Creek, Colo., to Mesa Memorial 
Hospital, Tenth & Grand, Grand Junction, Colo. 

Colman, Michael B., from 3733 Broadway, to 217 E. 39th St., 
Kansas City 11, Mo. ; 

Cooper, Gerald J., DMS °56; Wilden Osteopathic Hospital, E. 
14th & Capitol Ave., Des Moines 16, Iowa 

Cornbrooks, Charles W., Jr., from 182 Post Road, to 1925 
Post Road, Darien, Conn. 

Cottrell, Mead K., from Cleveland Heights, Ohio, to 902 S. 
Beach St., Ormond Beach, Fla. 

Culp, Roy V., from 1127 Scarritt Bldg., to 4840 Antioch Road, 
Kansas City 16, Mo. 

Cunningham, J. Ralph, from 615 Hathaway, to 1423 Marshall 
St., Houston 6, Texas 

Daack, Aloys Julius, DMS ’56; Portland Osteopathic Hospital, 
616 N.W. 18th Ave., Portland 9, Ore. 

Dam, George R., from Portland, Maine, to 6711 N. Armenia 
Ave., Tampa 7, Fla. 

Dash, Hugh M., from 1027 Prospect Place, to 2694 Bediord 
Ave., Brooklyn 10, N.Y. 

Dean, O. Howard, Jr., from Detroit, Mich., to 18675 E. Ten 
Mile Road, Roseville, Mich. 

Devine, John E., from 801 Asbury Ave., to 835 Wesley ave. 
Ocean City, N.J. 

Doehring, Edwin A., from 27860 Hickler Lane, to 37540 S 
Gratiot Ave., Mount Clemens, Mich. 

Doren, Neil, froni 2206 W. 3lst St., to 3450 W. 43rd St., Los 
Angeles 8, Calif. 

Drost, Jerald Vernon, KCOS ’56; 409 N. 11th St., Boise, Idaiio 

Edinger, Albert G., Jr., from 1613 S. Elena, to 1701 Via EI 
Prado, Redondo Beach, Calif. 

Elliott, — Nathan, COPS ’55; 4410 30th St., San Diego 
16, Calif. 

Evans, George P., Jr., from Des Moines, Iowa, to 3401 Bay 
Blvd., Tampa 6, Fla. 

Ewing, Edward, 3rd., from 24 E. Broad St., to 148 E. Broad 
St., Bethlehem, Pa. 

Feinman, Leonard C., from Los Angeles, Calif., to 8051 Euclid 
Ave., Anaheim, Calif. 

Feldheim, Herbert D., from Flint, Mich., to 280 Ocean Park- 
way, Brooklyn 18, N.Y. 

Feldman, Herbert O., CCO ’56; 19312 Dale, Detroit 19, Mich. 

Ferris, Ronald, from Maywood, Calif., to 7755 Willoughhy 
Ave., Hollywood 46, Calif. 

Fischer, Carl, Jr., PCO ’55; 8860 Germantown Ave., Phila- 
delphia 18, Pa. 

Fischer, Gordon R., from 5616 Park Blvd., Box 218, to 7195 
49th St., N., Pinellas Park, Fla. 

Fischer, Roy L., from Dallas, Texas, to Kirksville Osteopathic 
Hospital, 800 W. Jefferson St., Kirksville, Mo. 

Fithian, Richard N., from 105 E. Market St., to Mercer Ostev- 
pathic Clinic, W. Butler at Maple St., Mercer, Pa. 

Forler, E. Paul, from Banning, Calif., to 820 Grove St., Box 
24, Cathedral City, Calif. ; 

Fortuna, Paul T., PCO ’55; 11535 Byron St., Detroit 2, Micl. 

Foster, O. P., from Arcadia, Calif., to 16816 Turk Drive, L« 

Puente, Calif. 

Fox, Walter A., from Sharon Hill, Pa., to 1706 Constitution 

Ave., Woodlyn, Chester, Pa. 

ruins, George W., Jr., PCO ’55; 209 Whitehair Bldg., Deland, 

a. 

Gerardi, Joseph P., from 7 Bacon St., to 149 Alfred St., Bidde- 

ford, Maine 

Gnau, Charles U., from Scottsdale, Ariz., to 1542 Carson St.. 

Box 988, Fort Myers, Fla. 

Goldberg, Byron W., DMS ’56; 1007 Eighth St., Des Moines 

14, Iowa 

Goldner, J. Henry, Jr., from Sherman Oaks, Calif., to 15140 

Prairie Ave., Hawthorne, Calif. 

Gould, Bernard S., from St. Joseph, Mo., to 10911 Highway 

71, Hickman Mills, Mo. 

Hall, Vernon E., DMS ’56; Doctors Hospital, 1087 Dennison 

Ave., Columbus 1, Ohio 

Hamilton, Jane V., from Alhambra, Calif., to 1721 Griffin 

Ave., Los Angeles 31, Calif. 

— cad M., Jr., KC ’55; 400 N. Isabel St., Glendale 6, 

‘alif. 

Harman, Donald J., PCO 

22, Calif. 

N., CCO '56; 4450 Harvard Road, Detroit 24, 

ich. 
Hemingway, Thomas, from San Gabriel, Calif., to 6551 Pine 


55; 5431 Dorner Drive, Los Angeles 


Crest Circle, Carmichael, Calif. 
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Herman, W. E., from Adel, Iowa, to 623 E. 12th St. Des 
Moines 16, Iowa 

Herr, L. L., from 7109 Greenwood Ave., to 301 N. 67th St. 
Seattle 3, Wash. 

Hill, Bennett B., from 5823 Middlebelt Road, to 28248 Ford 
Road, Garden City, Mich. 

Hinks, Alton A., from Three Oaks, Mich., to Kling Bldg., 
Niles, Mich. 

Hombs, Addison, from Troy, Mo., to Kirksville Osteopathic 
Hospital, 800 W. Jefferson St., Kirksville, Mo. 

Hoover, Herbert O., from 302-04 Masonic Temple Bldg., to 
805 Middle Ave., Elyria, Ohio 

House, Marshall Witman, from 2719 N. Fifth St, to 2019 
Market St., Harrisburg, Pa. 

Hull, Keith L., from Phoenix, Ariz., to 521 J Ave., Nevada, 


Iowa 
Hutton, Walter W., from Keytesville, Mo., to 104 E. Wash- 
ington, Jackson, Mo. 
Jaquith, L. Everett, from Toronto, Ont., Canada, to Terra 
Cotta, Ont., Canada 
Jennings, Merle, from Detroit, Mich., to Oklahoma Osteopathic 
Hospital, 744 W. Ninth St., Tulsa 5, Okla. 
lohnson, Donald N., PCO ’55; Lancaster Osteopathic Hospi- 
tal, Lancaster, Pa. 
Jobnson, Gerald H., from Kansas City, Mo., to Barry County 
Bank Bldg., Cassville, Mo. 
Johnson, Melvin E., from Kansas City, Mo., to 6504 Ascol 
“Drive, Fort Worth 14, Texas 
Johnson, Robert Royce, COPS '55; 3696 Sunnyside Drive, 
“Riverside, Calif. 
Jordan, Margaret, from 2335A S. Grand Blvd., to 447a Shaw 
Blvd., St. Louis 10, Mo. 
Juday, Lawrence M., from 3060 Fletcher Drive, to 2924 Divi- 
“gion St., Los Angeles 65, Calif. 
Kaiser, Walter Henry, COPS ’55; 5363 Raphael St., Los 
Angeles 42, Calif. 
Kinsman, Calvin T., from Clinton, Mo., to 5855 S.W. 73rd St., 
South Miami 43, Fla. 
Kleinfield, Philip H., from Kansas City, Mo., to 48 Garden 
Lane, Levittown, Pa. 
Kline, John Andrew, PCO ’55; Route 3, Cumberland Center, 
Maine 
Klinger, Harold E., from New York, N.Y., to 37-26 87th St., 
Jackson Heights 72, L.I., N.Y. 
Knorr, C. Reynolds, from St. Louis, Mo., to 14803 N.E. Sixth 
Ave., North Miami, Fla. 
Kowalenko, Alex T., from Kansas City, Mo., to 1126 Raritan 
Road, Clark, N.J. 
Kroll, George V., from Westminster, Colo., to 5224 W. 25th 
Ave., Edgewater, Colo. 
Kunkle, Joseph E., from 206-07 Reynolds Bldg., to 250 Arch 
St., Kittanning, Pa. 
Lamb, Thomas, from Kansas City, Mo., to Ozark Osteopathic 
Hospital, 700 E. Sunshine, Springfield, Mo. 
Lane, a. COPS ’55; 4751 Firestone Blvd., South Gate, 
Calif. 
Lang. Ralph R., from 2334 N. High St., to 2630 Charing Road, 
Columbus 21, Ohio 
Latini, John J., from Austin, Texas, to 240 N.W. 183rd St., 
North Miami, Fla. 
Laufer, Louis H., from 4325 Franklin Ave., to 424 S. Broad- 
way, Los Angeles 13, Calif. 
Lauten, Harry O., KCOS °56; 1220% E. Patterson Ave., 
Kirksville, Mo. 
ar Richard E., PCO '55; 1100 E. Orange St., Lancaster, 
Lewis, George L., from 818 Walnut St., to Allentown Osteo- 
pathic Hospital, 1736 Hamilton St., Allentown, Pa. 
Lewis, Seymour, from 113 N. Ambler St., to 230 Park Ave.. 
Quakertown, Pa. 
Linden, Joseph P., Jr., from 1330 W. Sixth St., to 3919 Beverly 
_ Blvd., Los Angeles 4, Calif. 
Lindenbaum, Arnold M., from Los Angeles, Calif., to 13905 S. 
__ Inglewood Ave., Hawthorne, Calif. 
Lingenfelter, Frederick E., KCOS ’56; 1113 W. Pierson Road, 
_ Flint 5, Mich. 
— Charles A., from Cuyahoga Falls, Ohio, to Monteagle, 
enn. 


Livingstone, Frank S., from St. Louis, Mo., to Kirksville Os- |- 


teopathic Hospital, 800 W. Jefferson St., Kirksville, Mo. 
Long, Leland C., KCOS ’56; 3221 Rupert St., Dallas 12, Texas 
Lose, Wilbur A., from 356 Pollasky St., to 511 Fourth St. 

Clovis, Calif, 
MacDonald, Ernest R., from 331 Cathedral St., to 342 N. 

Charles St., Baltimore 1, Md. 


Vai 
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PROVEN 
PAIN CONTROL 


GRADATIONS OF ANALGESIA 
with light sedation 


‘EMPIRAL’® 


Phenobarb?tal gr. % 
Acetophenetidin gr. 2% 
Acetylsalicylic Acid gr. 3% 


Codeine Phosphate gr. % 
Phenobarbital gr. % 
Acetophenetidin gr. 2% 
Acetylsalicylic Acid gr.3% 


‘CODEMPIRAL’® No. 3 


Codeine Phosphate gr. 12 
Phenobarbital gr. % 
Acetophenetidin gr. 24% 
Acetylsalicylic Acid gr. 3% 


(N) subject to Federal Narcotic Law 


& BURROUGHS WELLCOME & CO. (U. S. A.) INC. 
Tuckahoe, N. Y. 
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for big ‘drips’... 


and little ‘leaks’... 


caused by 
colds 
rhinitis 
sinusitis 


Novahistine 


CHECKS IRRITANT SECRETIONS 
CLEARS AIR PASSAGES ORALLY 


' 


Novahistine works better than antihis- 

tamines alone. The distinct additive 

action of a vasoconstrictor, phenylephrine 

HCl, with an antihistaminic, prophen- CONVENIENT 

pyridamine maleate, combats allergic re- NOVAHISTINE 

actions...provides marked nasal decon- Fare 

gestion and drying of secretion. Novahistine Elixir 

Novahistine Tablets 

Oral dosage avoids misuse of nose ae ; 

b Novahistine Fortis Capsules 
and inhalants patients Novahistine-OH 

...eliminates rebound congestion. Nova- Novahistine with APC 

histine will not cause jitters or insomnia. Novahistine with Penicillin 


i-ViIOORE COMPANY 
Division of Allied Laboratories, Inc., Indianapolis 6, Indiana 
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colds’”’ 


Novahistine-DH 


relieves 
congestion 
at both sites 


Fortified Novahistine with 


dihydrocodeinone for the control 


of coughs and respiratory 


congestion 


Each teaspoonful (5 cc.) contains: 
Phenylephrine hydrochloride 
Prophenpyridamine maleate 


Dihydrocodeinone bitartrate 
(may be habit forming) 


Chloroform (approximately) 


I-Menthol 


10 mg. 
12.5 mg. 
1.66 mg. 


13.5 mg. 
1.0 mg. 


(Alcohol content, 10%; sugar, 334%) 


PITMAN-MOORE COMPANY 
Division of Allied Laboratories, Inc. 
Indianapolis 6, Indiana 


Malta, John S., PCO ’55; 218 Jamaica Way, Boston 30, Mass. 

Marcus, Herbert Je Pt Gardena, Calif., to 13905 S. Ingle- 
wood Ave., Hawthorne, Calif. 

Martimick, Andrew, from Kansas City, Mo., to 2042 S. Hamp- 
ton, Springfield, Mo. 

McCorkle, Robert O., from Comanche, Texas, to Box 808, 
Ralls, Texas 

McCurdy, Julius R., Jr., from Box 585, to Box 231, Toppenish, 
Wash. 

McGraw, Robert Oak, KCOS ’56; The Marietta Osteopathic 
Hospital, 304 Putnam St., Marietta, Ohio 

McKellar, Duncan, COPS 755; Burbank Hospital, 466 E. 
Olive Ave., Burbank, Calif. 

McNutt, Frank H., from Watertown, Wis., to Princeton, Wis. 

Mendenhall, Carrol C., from 2203 W. Compton Blvd., to 1126 
Redondo Beach Blvd., Gardena, Calif. 

> James E., from Kansas City, Mo., to Box 307, Wilson, 

ans. 

Miller, Herbert C., DMS ’56; South Bend Osteopathic Hospi- 
tal, 118 S. William St., South Bend 1, Ind. 

Mirkin, Herman, from Phoenix, Ariz., to 809 N. Stoneman 
Ave., Alhambra, Calif. 

Mishkin, David, COPS ’55; 1722 S. Hauser Blvd., Los An- 
geles 19, Calif. 

Morey, Lloyd W., Jr., KCOS ’56; Lakeview Osteopathic Hos- 
pital, 1749 N. Prospect Ave., Milwaukee 2, Wis. 

Morgan, Alan W., from Canon City, Colo., to 1101 W. Brow- 
ard Blvd., Fort Lauderdale, Fia. 

Morrison, John H., from 14202 Fenkel Ave., to 14955 Green- 
field Ave., Detroit 27, Mich. 

Mott, James B., KCOS ’56; Stevens Park Osteopathic Hospi- 
tal, 1141 N. Hampton Road, Dallas 11, Texas 

Muscari, Pietro John, Jr.. KCOS '56; 507 N. Michigan Ave., 
Saginaw, Mich. 

Newfield, Lee J., COPS ’55; 
Angeles 49, Cc alif. 

—- Charles R., PCO ’55; 4804 Smith St., 


127 S. Bowling Green Way, Los 


Harrisburg, 


Norcross, Robert E., from 325 W. Jefferson Blvd., to 319 W. 
Vernon Ave., Los Angeles 37, Calif. 

Offenberg, Max, from Los Angeles, Calif., to 1107 W. Bev- 
erly Blvd., Montebello, Calif. 

Palmarozzi, Nicholas G., from Kirksville Mo., to 4511 Slamosa, 
Port Arthur, Texas 

Paltin, Samuel J., from 17223 S. Crenshaw Blvd., to 16636 S. 
Crenshaw Bivd., Torrance, Calif. 

Papageorge’s Nicholas Peter, jr., COPS 55; 4320% Leimert 
Blvd., Los Angeles 8, Calif. 

Parsons, Walter C., Jr., from Winter Park, Fla., to 4339 Edge- 
water Drive, Orlando, Fla. 

Patterson, John H., from Woodland Hills, Calif., to 11413 
Victory Blvd., North Hollywood, Calif. 

Pearson, Albert L., Jr., PCO ’55; 628 S. 42nd St., Philadel- 
phia 4, Pa. 

Pedersen, Arthur D., from Redondo Beach, Calif., to 14420 S 
Crenshaw Blvd., Gardena, Calif. 

Peirce, Josephine L., from 1006-07 Cook Tower, to 1064 W. 
Market St., Lima, Ohio 

Pelino, Donald G., from Detroit, Mich., to Chicago Osteo- 
pathic Hospital, 5250 S. Ellis Ave., Chicago 15, Il. 

Penoyar, James H., from 406 N. Linn, to 1102 Marquette, 
Bay City, Mich. 

Pepper, John Lawrence, PCO ’5 
phia 43, Pa. 

Phillips, Edward M., from Philadelphia, Pa., to Delaware Ave. 
& Madison St., "Wilmington 6, De 

Pinchak, Raymond, from Toledo, Ohio, ‘to 2939 E. Seven Mile 
Road, Detroit 34, Mich. 

Plone, Bernard J., from 21 Hancock St., to Medical Bldg., 129 
Bridgeboro St., Riverside, N.J. 

Polasky, Hartley, KCOS ’'56; Zieger Osteopathic Hospital, 
4244 Livernois Ave., Detroit 10, Mich. 

a COPS 755; 1544 S. Del Mar Ave., San Gabriel, 

ali 


William J., 


> 1135 S. 52nd St., Philadel- 


PCO ’55; 4621 Crescent Blvd., Camden 


I 


Pratt, Marilynn J., from 467 S. Los Robles Ave., to 639 S. 
Madison Ave., Pasadena 5, ‘Calif. 
Price, Everette L., from Chula Vista, Calif., to 2276 Citrus, 


Palm City, Calif. 
Rankin, William C., Jr., DMS '56; 614 Seventh St., Marietta, 


Rasak, John C., from 416 W. Fourth Ave., to 3122 Clio Road, 
Flint 4, Mich. 
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PATIENTS ON 
“MEDIATRIC” 
CAN EXPECT 
A HEALTHIER, 
HAPPIER 
“SECOND FORTY 


YEARS" 


Steroid-Nutritional Therapy 
Provides a 
Constructive Approach 


in Preventive Geriatrics 


“MEDIATRIC; 


AYERST LABORATORIES 


New York, N.Y. e Montreal, Canada 
5659 


Reed, Guy D., from 1041 W. Main St., to 158 N. Fifth St. 
Newark, Ohio 

Reider, Daniel R., from 3041 Edwin Ave., to 2151 Lemoine 
Ave., Fort Lee, N.J. 

Rente, Sidney R., Jr., from Oakland, Calif., to Detroit Osteo- 
pathic Hospital, 12523 Third Ave., Detroit 3, Mich. 

Respess, William R., KC '55; 515 W. Rollins St., Moberly, Mo. 

Reves, George Oren, from 12101 Garden Grove Blvd., to 12252 
Harbor Blvd., Garden Grove, Calif. 

Rich, William B., from Youngstown, Ohio, to 35 Main St., 
Struthers, Ohio 

Richards, Lewis W., from 3101 Rainier Ave., to 305 Jones 
Bldg., Seattle 1, Wash. 

Robuck, James C., from 1915 Barnett Road, to 3325 N. Broaii- 
way, Los Angeles 31, Calif. 

Roddy, Robert C., from 1405 N. State Road 7, to Doctors 
Bldg., 5951 Hallandale Beach Blvd., West Hollywood, Fla. 

Rosenbaum, Milton J., COPS ’55; 2419 W. Pierson Rd., Flint 
4, Mich. 

Roth, Gilbert, from Detroit, Mich., to Still Osteopathic Hos;)i- 
tal, 725 Sixth Ave., Des Moines 9, Iowa 

Rubin, Morton L., DMS ’56; Bay View Hospital, 23200 Lake 
Road, Bay Village, Ohio 

— Ronald H., COPS ’55; 3612 S. Meyler, San Pedro, 
Calif. 

Rutherford, John L., from 744 W. Ninth St., to 4531 N\ 
Frankfort Place, Tulsa 6, Okla. 

Sanders, H. W., from Alamogordo, N. Mex., to 3805 Mount 
Vernon St., Houston 6, Texas 

Savage, Woodrow W., KC ’56; 915 S. Lawton, Tulsa 5, Okla. 

Schoolcraft, Frank L., CCO ’55; McLaughlin Osteopathic 
Hospital, 619 Townsend St., Lansing 15, Mich. 

Schowalter, Norbert G., from 107 S. Church St., to 1802 N. 
Broadway, Route 2, Hastings, Mich. 

Scott, Edmund S., from St. Albans, L.I., N.Y., to Clinton & 
Fifth Sts., Delaware City, Del. 

Sellaro, Salvatore R., from 10591%4 W. 11th St., to 319 \W. 
Tenth St., Erie, Pa. 

Sevastos, John P., CCO ’56; 3274 Bradford Road, Cleveland 
Heights 18, Ohio 

Shaw, Keith, from Dexter, Mich., to Box 10, Midway, Wash. 

Shaw, Luther U., from 5212 Colfax, to 11685 Magnolia Blvd., 
North Hollywood, Calif. 

Sheffield, Harold N., from Kansas City, Mo., to Box 126, 
Lobelville, Tenn. 

Shellenberger, Henry Dwight, from Baltimore, Md., to 205 
Burke St., College Hill, Easton, Pa. 

ee P. D., from Fresno, Calif., to Medical Bldg., Pixley, 
Calif. 

Skinker, Thomas M., KCOS ’56; Riverside Osteopathic Hospi- 
tal, 165 George St., Trenton, Mich. 

Slawson, Staley B., from 308 Jefferson Ave., to 707 Adams 
St., La Porte, Ind. 

Sinick, Robert J., DMS 755; Avon Lake, Carlisie, Iowa 

Smith, Hunter R., from 120 57th Ave., S., to 6694 Fifth Ave., 
N., St. Petersburg 2, Fla. 

Smith, James W., PCO ’55; 216 Cottage Road, South Portland 
7, Maine 

a. DMS ’56; 11820 Edgewater Drive, Lakewood 
, Ohio 

Spiller, Willard F., from 2603 E. 31st St., to 6614 Montgall 
Ave., Kansas City 30, Mo. 

Spivey, D. E., from Alhambra, Calif., to 2410 W. Seventh St. 
Los Angeles 57, Calif. 

Stewart, Blaine B., from Monterey Park, Calif., to 1506 Olive 
Ave., Fresno 5, Calif. 

Sturdivant, David Lyn, COPS ’55; 1316B E. Harvard Ave., 
Glendale 5, Calif. 

Sullivan, Cornelius F., Jr., PCO ’55; 5445 Morris St., Phila- 
delphia 44, Pa. 

Sutton, Keith P., from Grove City, Pa., to Fort Branch, Ind. 

Templeman, Herbert Caldwell, COPS ’°55; 12931 Lemay St. 
North Hollywood, Calif. 

Thomas, Charles H., from 4921 San Jacinto St., to 5900 Lyons 
Ave., Houston 20, Texas 

Thomas, Joseph M., from Los Angeles, Calif., to 1541 S. Bere- 
tania St., Honolulu 14, T.H. 

Thurston, Dale W., from Hollywood, Calif., to 15219B Sun- 
set Blvd., Pacific Palisades, Calif. 

Tindall, James Ernest, COPS °55; 300 W. Badillo, St., Covina. 
Calif. 

Treseler, Donald K., from 6856 Bothell Way, N.E., Box 391, 
to 6930 Bothel Way, Box 391, Kenmore, Wash. 
Tully, Joseph J., Jr., from 1746 Hamilton St., to 818 Walnut 

St., Allentown, Pa. 
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Urinary Antibacterial 
and Analgesic 


in one tablet 


AZO GANTRISIN 'ROCHE' 


The single, soluble, well-tolerated sulfonamide 
effectively combats -- both systemically and 

locally -- a wide range of infections in the urinary 
tract. And a soothing urogenital analgesic 

rapidly relieves the distressing symptoms. 


Each Azo Gantrisin tablet contains 0.5 Gm Gantrisin 
"Roche' plus 50 mg phenylazo-diamino-pyridine HCl. 


Gantrisin®- brand of sulfisoxazole 


ROCHE 


ont 
“a 
AT 
tes 
A: 


For troubles* 


that are only 


skin deep TASHAN 
(but very real to the patient) "a 


stops itching...soothes...heals 


‘Roche’ 


*Eczema 


Dry, scaly skin 
Chafing 

Diaper rash 
Prickly heat 
Pruritus ani, vulvae 


Superficial ulcers 


Contact dermatitis 


Minor burns 
Bedsores 


Contains vitamins 
A,D,E, and d-Panthenol 
in a non-sensitizing 


vanishing cream type base 


which will please the 


most fastidious patients. 


Original Research in Medicine and Chemistry 


Van de Grift, W. H., from Kansas City, Mo., to Stevens Park 
Osteopathic Hospital, 1141 N. Hampton Road, Dallas 11, 
Texas 

yan de Sande, Theodore W., from 1516 E. Los Olas Blvd., to 
701 S.E. Sixth St., Fort Lauderdale, Fla. ; 

Vardaman, Calvin T., from Groom, Texas, to 120 W. Ashby 
Place, San Antonio 1, Texas ; 

Veniresco, James, Jr., DMS ’56; Cafaro Memorial Hospital, 
Broadway & Florencedale Ave., Youngstown 4, Ohio 

Vinson, Russell L., from 6813 Bridges Ave., to 6631 Baker 
Blvd., Fort Worth 11, Texas 

Voorhees, John A., from Lamont, Okla., to 3708 Indiana Place, 
Oklahoma City 8, Okla. 

Waener, William A., from Detroit, Mich., to 1815 Ford Ave., 
Wyandotte, Mich. 

Walezak, Joseph Richard, from Columbus, Ohio, to 4723 Balti- 
more Ave., Philadelphia 43, Pa. 

Walker, Alfred J., from San Diego, Calif., to 1028 Third St., 
Santa Monica, Calif. 

Walley, P. E., from 1204 Central Ave. S.W., to 105 Bryn 
Mawr, S.E., Albuquerque, N. Mex. 

Ware, Howard R., from 1000 South St., to 20 S. 16th St., 
LaFayette, Ind. 

\Varren, Paul, from Casey, Iowa, to 715 Main St., Adel, lowa 

\iley, Robert H., KCOS 56; Garden City-Ridgewood Hospi- 
tials, 30548 Ford Road, Garden City, Mich. 

Wilkins, Frederick M., PCO ’55; West Side Osteopathic Hos- 
pital, 1253 W. Market St., York, Pa. 

\Villcutt, Eugene C., from El Paso, Texas, to 620 W. Bonanza, 
Las Vegas, Nev. 

Wirth, James Rollin, COPS ’55; 6117% Romaine St., Los 
\ngeles 38, Calif. 

Wisehart, Willard J., COPS ’55; 250 Oxford St., Clovis, Calif. 

Wolf, William Vernon, Jr., from Kansas City, Mo., to 809-13 
Odd Fellows Bldg., Indianapolis 4, Ind. 

Yazarian, Kay Y., from Box 573, to 521 Second St., Traer, 
lowa 


Yost, Emerick, Jr., PCO °55; Main & Noble Sts., Kutztown, 


Young, Bleakley, from Carson City, Mich., to 967 Ecorse 
Road, Ypsilanti, Mich. 

Zeldin, Aaron, from Merion, Pa., to 1 W. Woodland Ave., 
Springfield, Pa. 

Zwick, William F., from Maywood, Calif., to 8051 Euclid Ave., 
Anaheim, Calif. 


Applications 
for membership 


CALIFORNIA 
Wilson, Hart D., (Renewal) 101 Center St., Piru 


ILLINOIS 
Applevard, Arthur N., 9211 Ogden Ave., Brookfield 


INDIANA 
Johnston, John L., (Renewal) 1415 Eastbrook Drive, South 
Bend 16 


IOWA 
Irwin, Robert S., (Renewal) St. Ansgar 


MAINE 
McCrum, Robert M., (Renewal) 112 S. Main St., Old Town 


MICHIGAN 
Ucchino, Joseph F., Detroit Osteopathic Hospital, 12523 Third 
Ave., Detroit 3 


MISSOURI 
White, Vernon C., (Renewal) Frohna 


OHIO 
Massullo, Mario D., (Renewal) Brookfield Center, Box 157, 
Brookfield 


WEST VIRGINIA : 
Morris, Benjamin, (Renewal) Box 569, Weston 
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Proctology 


by Harry E. Bacon, M.D.; Stuart T. 
Ross, M.D., and Porfirio Mayo Recio, 
M.D. 


Here’s a practical, well arranged, clearly 
written book on proctology presenting all 
the essential facts for diagnosis and treat- 
ment. Concisely arranged for quick and 
ready use. Basic pathology and anatomy in- 
cluded for fuller understanding. 

Treatment is presented according to the 
subject at hand . . . treatment to be em- 
ployed by the patient and that to be pre- 
scribed or performed by the doctor in office 
or hospital. 

Operative methods described step by step. 
Relief of postoperative pain is treated fully. 
In prolapse and procidentia, three new sur- 
gical technics are covered. 

The general practitioner will find the wealth 
of practical experience in Proctology a use- 
ful and ready source of information. 


441 Pages $10.00 
228 Illustrations, 5 Plates in Color 


Surgery of the Hand 


by Sterling Bunnell, M.D. 


This great new third edition is in a class 
by itself . . . covers the field in masterly 
fashion . . . adds much new practical knowl- 
edge. 

Notable new contributions are material on 
Splinting, Internal Splinting, Surgery of the 
Rheumatic Joint, Hands with Paralysis, 
Nerve Grafting, New Concepts in Thumb 
Conditions, Construction of New Digits. 
The new antibiotics are covered in treat- 
ment of infections. 

More than 200 new and highly useful illus- 
trations bring the total to more than 1,000. 
Surgery of the Hand is in four parts—The 
Hand; Reconstruction of the Hand; In- 
juries and Infections of the Hand; Other 
Conditions of the Hand. 


1,079 Pages 3rd Edition, 1956 $22.50 
1,047 Illustrations, 9 Plates in Color 


LIPPINCOTT 


BOOKS 
Make Practice J. B. Lippincott Co. 
East Washington 
More Pe fect Square, Philadelphia 5, 
Pa.. In Canada — 4865 


PHILADELPHIA 
MONTREAL Mont- 


Please enter my order and send me: 
PROCTOLOGY 
[] SURGERY OF THE HAND 


(0 Convenient Monthly Payments 


Zone... .State 
Check Enclosed 
JAOA 11-56 
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Rolled Oats 
are 
NATURALLY 
rich in 
mineral 
content 


Quaker Oats and Mother’s 
Oats, the two brands of oatmeal 
offered by The Quaker Oats 
Company, are identical. Both 
brands are available in the 
Quick (cooks in one minute) 
and the Old-Fashioned varieties 
which are of equal nutrient 
value. 


A goodly portion of the minerals in the oat 
seed is concentrated in the embryo and the 
outer cellular layers. Since only the inedible 
hulls are removed in the milling process, the 
entire mineral content is retained in ready-to- 
cook oatmeal. 

Cooking in the home neither removes, nor 
lessens, nor vitiates the minerals. 

The content of naturally-occurring iron and 
certain other minerals is notably high in oat- 
meal. In addition to the 4.5 mg. of iron in each 
100 gm.’ of rolled oats (dry), other nutrition- 
ally available minerals include potassium, 
phosphorus, magnesium, calcium, chlorine, 
copper, iodine, manganese, sodium, and zinc. 
The low sodium content makes oatmeal well- 
suited for sodium-restricted diets. 

Quaker Oats and Mother’s Oats are remark- 
ably uniform in their mineral content, since 
careful selection of the oats used avoids the 
variations which climatic conditions and soil 
fertility may impose. 

For its high mineral content, as well as its 
high protein and vitamin content, oatmeal 
merits the physician’s continued recommenda- 
tion as a key dish of America’s breakfast. 


1. Watt, B.K., and Merrill, A.L.: Composition of Foods—Raw, 
: Processed, Prepared— Washington, D.C., United States Depart- 
ment of Agriculture, Agricultural Handbook No. 8, 1950. 


The Qual 


Ker Oats (mpany 


CHICAGO 
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to give optimal therapeutic results 


AC E RUBBER-ELASTIC BANDAGE 


elasticity for compression °¢ body for support 


[8-p] BECTON, DICKINSON AND COMPANY, RUTHERFORD, N. J. 


B-D AND ACE, T.M. REG. U.S. PAT. OFF. 
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Among the perplexing problems confronting the 
doctor is “dry” constipation, the heretofore stub- 
born, hard-to-treat condition where the feces 
becomes dry, hard and impacted. Now Vitaminerals 
introduces a complete new therapy combined in one 
unit. This new hydropathic, non-laxative approach 
to “dry” constipation hydrates the hard fecal matter, 
and softens it to allow normal elimination without 


adding bulk. 


This new VM 29 therapy unit consists of 3 exclusive, 
disposable retention enemas, each containing Vita- 


minerals Delifec. The rectal tip is lubricated and 


/ New therapy 


for ‘dry’ constipation 


protected by a cover easily removed. Insert tip, 


squeeze tube to expel fluid which is retained and 


container is discarded. 


To augment the softening action and gentle relief of 
the enema, 6 tablets, each containing Vitaminerals 


Delifec, are included to be taken orally, one a day. 


The home treatments are easily and comfortably 
self-administered by the patient, enabling the doctor 
to avoid time-consuming office treatments while 
maintaining contact with the patient and control of 


his condition by frequent check-ups. 


VITAMIN E RALS, INC. 
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specific for conditions 
characterized by increased 

capillary permeability.” 
1 


control bleeding 


= In his study of 330 hospital cases treated with 


: ; Adrenosem* Salicylate, Bacala concludes that 
My. (Bra this systemic hemostat is “specific for the 


strengthening of capillary resistance.” 
He summarizes: “Experience with the drug 
is cited from 317 surgical and 13 obstetrico- 
} 2G Ghee gynecological cases. Most numerous were the 
233 tonsillectomies, of which 207 patients 
| Taree were benefited by its use; post-tonsillectomy 
Hy bleeding was reduced from 19.8 to seven per 
if : a cent. The drug was also found useful in 
\ gastrointestinal bleeding, cataract extraction, 
epistaxis, incisional seepage, transurethral 
prostatectomy, menometrorrhagias, cervical 
oozing, antepartum and postpartum bleeding, 
threatened abortion, and prevention of capil- 
lary hemorrhages during Hedulin or Dicu- 

merol therapy.””! 


1. Bacala, J.C.: The Use of the Systemic Hemo- 
stat Carbazochrome Salicylate, West. J. Surg- 
64:88 (1956). 


Supplied in ampuls, tablets and as a syrup. 


Write for comprehensive illustrated brochure de- 


scribing the action and uses of Adrenosem Salicylate. 
*U.S. Patent 2,581,850 


The S.E. MASSENGILL company sristot, Tennessee 


NEW YORK KANSAS CITY SAN FRANCISCO 


Vor.. 56, Nov. 1956 


| 
\\ 
\ 
| 
i 
107 


Greetings from 


ONE YEAR SUBSCRIPTION 


HEALTH 
w AN 
STEOPATHIC PUBLICATION 


VOLUMES 


F 
Health 


R 


CHRISTMAS 


AN OSTEOPATHIC PUBLICATION 
Subscription - $1.25 
Single Issue - 1 to 5 - 15¢ 
"6 to 200- 10¢ 


order form 


To: 
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day-long control of appetite — 


both between meals and at mealtime 


Dexedrine’ 


dextro-amphetamine sulfate, $.K.F. 


pansule’ 


sustained release capsules, S.K.F. 


*T.M. Reg. U.S. Pat. Off. 


4 
first in sustained release oral medication 
{ 
fo 
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Prescribed by physicians throughout the world 


Have > FELSOL provides safe and 
you > effective relief in Asthma, 
ever Hay Fever and related bronch- 
used > ial affections. 


FELSOL 


» FELSOL also relieves pain 
» and fever in Arthritis, Headache, 
* and other painful conditions. 


The fast action and long duration of FELSOL 
gives smooth and comforting relief. After a sin- 
gle therapeutic dose of antipyrine, Brodie and 
Axelrod report, “Plasn»2 levels declined slowly, 
measurable amounts of the drug persisting 24 
hrs.” (J. Pharm. & Exper. Ther. 98:97-104, 1950) 
Each oral powder contains: 
Antipyrine 


lodopyrine 
Citrated Caffeine . 


Try this unique and superior product by writing for 
free Professional Samples and Literature 


American Felsol Co. « P. O. Box 395 * Lorain, Ohio 


. 0.100 gm. 


‘RAPID ACTION 


‘Often before patient 


Available at all Drug Stores 


for Osteopathic Physicians 


DePuy 
HEAD HALTER SET 


Provides ideal cervical traction. For 
use in physician's office or in the 
patient's home. Consists of Head 
Halter, Spreader Bar, 10 feet Rope, 
Screw Hook, Double Pulley, Single 
Pulley, and Canvas Weight Bag. 
Fastens to any hook. A convenient, 
easy to use, packaged set. No. 483 
(specify whether small, medium, or 


large), $10.00. 


DePuy ARM SLING 


. » » Now Available in Colors! 
The popular DePuy Arm Sling is now 


HORMOGEN R-A (Rapid Action) 
combines the fast action of water- 
soluble Potassium Estrone Sulfate 
with the prolonged action of 
water-insoluble Estrone. Patient 
is gratified by the immediate relief 
and you have immediate insight 
into the effectiveness of the 
medication. Because of prolonged 
action, injections can be spaced 

3 to 7 days apart. 


HORMOGEN R.-A: Aqueous 
suspension in 10 cc. multiple dose vial: 
eoeb cc. represents Estrone U.S.P. 2 
mgs., Potassium Estrone Sulfate 1 mg. 


INDICATIONS: Menopause syndrome, 
for control of uterine bleeding of 
endocrine origin, senile vaginitis, 


kraurosis vulvae and puritis vulvae. 


DOSAGE: % cc. to 1 cc. once 
or twice a week. 


Write for Literature 


There's Always A Leader 


MALLARD, inc. 


3021 WABASH, DETROIT 16, MICHIGAN 


STANDARD 
OF QUALITY 
SINCE 1895 


available in navy blue or dark brown, 
in addition to standard white. New col- 
ors do not show soil, harmonize with 
clothing. Designed to take the weight 
off patient's neck, the DePuy Arm Sling 
gives strong, dependable, comfortable 
support. Very simple to apply. Wash- 
able. In large, medium or child size. No. 
545, $2.00 each, $21.60 per dozen. 


DePuy Manufacturing Co., Inc.3 


WARSAW, INDIANA 
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50 millon crying babies 


changed to happy smiles 


Since prehistoric fathers walked the 
cave floor with a squalling infant 
draped over one shoulder, human 
beings had been endlessly concerned 
with problems of artificial infant 
feeding ... until a quarter of a 


century ago. 


Then doctors discovered the most 
satisfactory all-round solution to the 


problem—evaporated milk. 


So 50,000,000 babies grew up smiling 
instead of crying. Their stomachs didn’t 
hurt. They could devote all their time 

to the important business.of growing... 
and how they grew! (While 50,000,000 


fathers got more rest.) 


And evaporated milk is still unique in its 
combination of advantages for infant feeding 
... the higher protein sufficient to duplicate 
the growth effect of human milk... 
flexibility in carbohydrate prescription . . . 


maximum nutritional values... 


at the lowest cost of any preparation for 


infant feeding available today. 


PET EVAPORATED MILK — 
is the “going home” formula for more babies 


than any other form of milk. 


PET MILK COMPANY °* ARCADE BUILDING * ST. LOUIS 1, MISSOURI 
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ALLERGENIC EXTRACTS 


Diagnostic and Therapeutic 
for 


ALLERGIC DISEASES 


A Complete Prescription Service 


OPENING AN OFFICE 


Since 1860 A. S. Aloe Company has helped three gen- Devoted exclusively to the manufacture of 
erations of physicians open their offices. Whether you 
plan to begin practice or re-equip an existing office, 
we can serve you. (1) A National Institution: We have miscellaneous allergenic extracts for the 
13 shipping points throughout the nation and more than 
200 representatives. (2) Equipment Check Lists. Cover diagnosis and treatment of allergic con- 
the cost of everything required to outfit your office, from ditions. 

hypodermic needles to X-ray machines. (3) Planning 
Service. Suggested room layouts scaled to size. (4) Tai- 
lored Payment Plan. There are no interest charges A pollen check list for your state and other 
under our regular “new office” extended payment plan. 
(5) Location Service. Aloe representatives know of 
many attractive locations for beginning practice. 


pollen, fungus, epidermal, food, dust, and 


literature sent on request. 


or soe your local for details. U.S. Government License No. 103 since 1929 


ALLERGY LABORATORIES, INC. 


1831 Olive St. ¢ St. Louis 3, Mo. 
LOS ANGELES SAN FRANCISCO SEATTLE | Pasteur Medical Building 1tll N. Lee Avenue 


MINNEAPOLIS KANSAS CITY DALLAS 
NEW ORLEANS ATLANTA WASHINGTON, D. C. Oklahoma City I, Oklahoma 


FROM PEDIATRICS 
Choose Zymenol or Zymelose 


Sajpety —no irritants 
— reducible dosages 


in Any Age Suited to 


your patients 
preference: 


e Zymenol, easy-to-take 
emulsion 


e Zymelose, convenient 
tablets and tasty granules 


ALL CONTAIN BREWERS YEAST . . . NO SUGAR 


_ For safety For control, 
and gentleness in prevention 
a fast-acting laxative, of bedsores, 


. prescribe 
write for Zylax tablets BSP Liquid 


FOR SAMPLES AND LITERATURE, PLEASE WRITE: — 
OTIS E. GLIDDEN & CO., Inc, Waukesha 35, Wi 
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ACANTHOSIS 


The mechanism of its mercurial content, chemically 
combined with penetrating soaps, explains the success of 
RIASOL in the treatment of psoriasis. 


The basic lesion is known to be acanthosis or exces- 
sive proliferation of the prickle-cells located in the stra- 
tum mucosm of the epidermis. Mercurials in very low 
concentration, as in RIASOL, inactive the sulfhydryl een 
enzymes and thus interfere with the cellular metabolism 
and funetion (Hellerman', Barron & Kalnitsky’). 


Psoriasis Discoidea Before Use of Riaso 


“Mercury compounds, in suitable vehicles, are also 
extensively absorbed from the intact skin,” say Good- 
man and Gilman* in 1955. The saponaceous vehicle of 
RIASOL carries the therapeutic mercury deep into the 
prickle-cell layer of the skin, where it restrains the ab- 
normal cellular proliferation and thus checks acanthosis. 


RIASOL contains 0.45% mereury chemically com- 
bined with soaps, 0.5% phenol and 0.75% cresol in a 
washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin, invisible, economical film suffices. No 
bandages required. After one week, adjust to patient’s 
progress. 


RIASOL is supplied in 4 and 8 fld. oz. bottles at 
pharmacies or direct. 


1. Hellerman, L., Physiol, Rev. 17:454. 1937. 
2. Barron, E.S.G. & Kalnitsky, G., Biochem. J. 41:346, 1947. 


3. Goodman. L. S. & Gilman. A., The Pharmacal Basis of fe 
Therapeutics, 2nd ed., 1955, p. 970. 


Peoriasis Discoiden A fter Use of Riasol 


Test RIASOL Yourself 


May we send you professional literature and generous 


clinical package of RIASOL. No obligation. Write 


SHIELD LABORATORIES 


Dept. JAOA-1156 12850 Mansfield Avenue Detroit 27, Michigan 
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combine: 


THE PROPER FORMULA 
PROPERLY FORMULATED 


PREDNISOLONE 
| + 
ASPIRIN (0.3Gm.).......... 
| + 


ASCORBIC ACID (50 mg) 
+ 


ANTACID (0.2 Gm)..........- 


Physical separation of the 
steroid component from the 
aluminum hydroxide as pro- 
vided by the Multiple Com- 
pressed Tablet construction 
assures full potency and sta- 
bility of prednisolone. 


>*K Early rheumatoid arthritis Synovitis 
Rheumatoid spondylitis Tenosynovit's 
Osteoarthritis Myositis 
Still’s disease Fibrositis 
Psoriatic arthritis Neuritis 
Bursitis 
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| | For Pain-Freq? 
of everydug™ 
In “Rheumatism’}F 
IME 
| 


req Performance 
ydayg activ tees 


.for anti-inflammatory, anti-rheumatic benefits 
at effective low dosage. 


_for analgesia plus additional anti-rheumatic 
activity. 


. for anti-stress support that guards against ad- 


renal ascorbic acid depletion. 
(Ascorbic Acid present as 60 mg. Sodium Ascorbate.) 


_ dried aluminum hydroxide gel minimizes the 
possibility of gastric distress. 


DOSAGE: 1-4 TEMPOGEN Tablets t.i.d. or q.i.d. 
(TEMPOGEN Forte, 1 or 2 tablets t.i.d. or q.i.d.) 


for one or two weeks. Then lower by 1 tablet every four 
or five days to maintenance level. 
SUPPLIED: TEMPOGEN and TEMPOGEN Forte 


—in bottles of 100 Multiple Compressed Tablets. 
. . MERCK SHARP & DOHME 
(TEMPOGEN Forte provides 2 mg. of prednisolone.) DIVISION OF HERCK & CO., luc. 


PHILADELPHIA 1, PA. 
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(ABBOTT'S B COMPLEX TABLETS WITH C) 


Each SUR-BEX with C 
tablet contains: 


Thiamine Mononitrate 
Riboflavin 


Pyridoxine Hydrochloride 
Vitamin B,, fas cobalamin concentrate) 
Calcium Pantothenate 


As a dietary supplement: | or 2 tablets da’ y. 


For stress, or postoperative convalescence: 
2 or more tablets daily. 
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Nicotinamide. .................. 30 mg. 
| 
Desiccated liver, N. F............ 300 rg. 
Brewer's Yeast, Dried ........... 150 1g. 
116 
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For the well-being \ 
of your patients 


intravaginal protection 
during menstruation. 
Three absorbencies. 


Fro 


on request 


TAMPAX INCORPORATED 
Palmer, Massachusetts 


AOA—I1-6 


| 
| 
| 


A 
& 
| 
| 
) | 
q 
| 
| 
| 
| 
| 
| 
| 4 
| 
| 
57, 62,1 4 
11 7 


clinically proved in alcoholism 


brand of DISULFIRAM (tetraethylthiuram disulfide) ~ 


Feldman reports: 
“... ‘Antabuse’ therapy constitutes a major 
advance in treatment.”* 


“The use of alcohol in an ‘Antabuse’-treated 
patient results in physical symptoms which 
make continued drinking impossible... few 
if any medical contraindications exist.”* 
*Feldman, D. J.: Ann. Int. Med. 44:78 (Jan.) 1956. 


“chemical fence” for the alcoholic 


A brochure giving full details of therapy will be sent to physicians upon 
request, 


“ANTABUSE” is supplied in 0.5 Gm. tablets (scored), bottles of 50 and 1,000. 


WE Averst LABORATORIES * New York, N, Y. * Montreal, Canada 
5654 


Journat A.O.A. 


4 
| 
4 
‘ 
3 
7 
: 


Medihaler 


Means self-powered, uniform, measured- 
dose inhalation therapy... 


Medihaler 
Means true nebulization. Each measured 
dose provides 5 to 8 times as many par- 
ticles in the ideal size range as conven- 
tional nebulizers... 


Medihaler 


Means an unbreakable Oral Adapter— 
no movable parts—no glass to break— 
no rubber to deteriorate... 


Medihaler 


Means effective medications in an inert 
aerosol vehicle, in leakproof, spillproof, 
plastic-coated bottles... 


Medihaler 
Means utmost patient convenience— 
medication and Adapter together in plas- 
tic case, convenient for pocket or purse... 


Medihaler 
Means greater economy—no costly glass 
nebulizers to replace, and one inhalation 
usually suffices for prompt relief. 


For Rapid Relief of Acute or 
Continuing Bronchospasm 


RK Medihaler- Epi" 


Riker brand of epinephrine 0.5% solution 
in inert, nontoxic aerosol vehicle. Each 
ejection delivers 0.125 mg. epinephrine. 
In 10 cc. vial with metered-dose valve, 
sufficient for 200 inhalations. 


Medihaler-Iso” 


Riker brand of isoproterenol HC] 0.25% 
solution in inert, nontoxic aerosol vehicle. 
Each ejection delivers 0.06 mg. isopro- 
terenol. In 10 cc. vial with metered-dose 
valve, sufficient for 200 inhalations. 


Medihaler-Epi replaces injected epine- 


Medihaler-Nitro” 


Medihaler-Nitro is 1% octyl nitrite in nebuli- 
zation form. Outstanding for the emergency 
relief of acute anginal pain. Each inhalation 
delivers precisely 0:25 mg. of octyl nitrite. By 


phrine in emergency situations in which 
respirations have not ceased. It provides 
rapid relief in acute food, drug, or pollen 
reactions (including urticaria, broncho- 
spasm, angioneurotic edema, edema of 
glottis, etc.). In most instances only one 
inhalation is necessary. 


kK Medihaler Oral Adapter 


Note: First prescription for Medithaler 
medications should include the desired 
medication and Medthaler Oral Adapter. 


Oral Adapter made of hard plastic with 
no movable parts... fool- 
proof...unbreakable and 
easily cared for by rapid 
rinsing...entire set, in- 
cluding medication, fits 
into neat plastic case 
small enough to be carried 
inconspicuously in pocket 
or purse...the smallest 
package for nebulization 
ever produced. 


using the lungs as the most direct portal of 
entry, faster relief than from orally adminis- 
tered drugs is assured because of proximity 
of pulmonary and coronary circulations, 
Faster-acting than nitroglycerin. Fewer side 
effects than from nitroglycerin 

or amy] nitrite. 

Only one or two inhalations A 
necessary. One full minute 
should elapse between inhala- 
tions. In 10 cc. Medihaler bot- A 
tle with metered-dose valve. . — 


THE UNIQUE MEASURED-DOSE INHALATION METHOD” 
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RAISE THE EMOTIONAL THRESHOLD 


against 
everyday stresses... 


(reserpine CIBA) 


Serpasil ina LOW, ONCE-A-DAY* dose 
acts as a gentle mood-leveling agent 
...sets up a needed “tranquility bar- 
rier” for the many patients who, with- 
out some help, are incapable of 
dealing calmly with a daily pile-up of 
stressful situations. 


*As little as 0.25 mg. Serpasil or less once daily may frequently 
maintain the average patient who is being treated for emo- 
tional strain, anxiety and overexcitability...with a minimum 
of side effects. 


TABLETS, 0.1 mg., 0.25 mg. (scored ), 1.0 mg. (scored), 2.0 mg. 
(scored), and 4.0 mg. (scored). ELIXIR, 0.2 mg. or 1.0 mg. per 
4-ml. teaspoon. 
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